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Introduction to the Portfolio
This portfolio presents a selection of work that has been carried out in partial 
fulfilment of the Practitioner Doctorate in Psychotherapeutic and Counselling 
Psychology course at the University of Surrey. It covers the main experiences and 
interests that have influenced my personal and professional development as a 
counselling psychologist until now. The work included is divided in three dossiers 
which highlight the three key areas of my training: the academic dossier, the 
therapeutic practice dossier and the research dossier. It is hoped that each dossier 
demonstrates the range of skills and competences I have developed in each of these 
areas during the three years of my training.
This introduction aims to orientate the reader to the different parts of this portfolio and 
the links within and between each dossier. Furthermore, it will attempt to 
contextualise the work included by outlining the way it has been informed by and 
contributed to my development as a practitioner. However, before doing so it seems 
only appropriate to refer to some of the reasons and experiences that led me to 
counselling psychology in the first place; setting the scenery for the material that will 
be presented.
In the 10 years I have been studying or working as a psychologist, I have often 
wondered what brought me to psychology; which was the decisive moment or 
experience. I still have not managed to come up with a definite answer, although I 
remember feeling fascinated by the area when I first came across it during my high 
school years. It resonated with my interest in the way people thought, felt, behaved 
and related to others. It helped me make better sense of myself and the world around 
me, which I found exhilarating. However, at that point, being a psychologist in Greece 
was perceived more as a hobby than a profession. As a result, it took me considerable 
time to find the strength and enrol myself for a degree in psychology. The four years 
of my degree offered me a lot of mental stimulation and I valued immensely my 
exposure to different theories and areas of psychology. But there were no 
opportunities to apply this knowledge practically and, although at the end of my 
degree I felt that I was standing on solid theoretical ground, I did not know where to 
go from there. I did not know how to be a psychologist or more importantly what kind
of a psychologist I wanted to be. Therefore, I decided that the best way to accomplish 
some clarity would be to obtain some practical experience.
My first experience in clinical practice was as a member of a team that was supporting 
children suffering from cancer and their carers. Being quite young and inexperienced,
I was not prepared for the demands of this post. Helping these children and their 
carers to make sense of what they were going through felt quite difficult, since I could 
not make sense of it myself. I found excruciating the fact that these children had to go 
through so much pain and fear at such a young age. My young clients picked this up 
and, in the direct and genuine way only children know how to be, were very explicit 
about not needing someone to pity or patronise them. I found my way out of this 
emotional labyrinth with my colleagues’ support and the help of supervision. Both of 
them offered me a safe place where I was able to reflect on the way I felt and 
comprehend how it was influenced by my own fears and experiences. This freed me 
and subsequently allowed me to relate to these children and their carers in a different, 
more helpful way making the whole experience a very rewarding one. In hindsight, I 
think that this was maybe the most decisive experience for my professional future. It 
reinforced my intention to undertake further training and made me realise that my true 
interest lay in clinical practice. Furthermore, these children gave me one of the most 
important lessons I have received as a therapist: the value of being authentic and 
congruent.
My clinical experience was further enriched by working at an Academic Clinic 
treating adult mental health patients in Athens. My role there was twofold: I was 
involved in the Rehabilitation Program for people with psychosis and the Outpatient 
Department. At the Rehabilitation Program I was supervised by a clinical psychologist 
working mainly in a psychodynamic way, while at the outpatient department I 
received supervision by a cognitive behavioural therapy (CBT) -  oriented psychiatrist. 
My clinical input entailed assessing new clients, co-facilitating therapeutic and 
psycho-educational groups, and offering, to a lesser extent, short-term individual 
interventions. My supervisors’ guidance enabled me to approach clients’ difficulties 
with curiosity and open-mindedness, which eventually allowed me to enter their 
private worlds. It also made me leam to value the contribution of different therapeutic 
approaches in my work with clients and reinforced even more my wish to train as a
therapist. I intensified my search for postgraduate courses realising that, in order to 
have the level of training I wanted, I had to leave Greece. Therefore, I undertook a 
conversion course which would make my acceptance to an English postgraduate 
degree possible. At the same time, however, I was also involved as a research assistant 
in a Research Program about quality of life run by the Academic Clinic. Although 
what brought me to research in the first place was pure curiosity, the more I became 
involved in it, the more I enjoyed it. So, after a while, I found myself tom between my 
interest in clinical and research work, which made my decision about which 
postgraduate degree to follow particularly difficult. Counselling psychology provided 
me with the way out of this predicament.
Looking back, I firmly believe that there were a variety of factors which attracted me 
to counselling psychology. In fact, it came as a breath of fresh air at a time when I was 
feeling quite ‘suffocated’ by realising that no postgraduate degree seemed able to 
accommodate all of my needs. Nonetheless, counselling psychology, by placing equal 
emphasis on theory, practice, research and their ongoing combination ticked all the 
right boxes. It allowed me to pursue both my interest in therapeutic practice and in 
research work, while also provided me with the opportunity to familiarise myself with 
different therapeutic models in order to develop my personal style. I found its 
humanistic orientation, which highlights the importance of the therapeutic relationship 
and the uniqueness of the client’s subjective experience (Strawbridge & Woolfe,
2003), to be in agreement with my own personal and professional values and 
experiences. In addition, I was impressed by counselling psychology’s emphasis on 
continuing personal and professional development through personal therapy and 
training, which reflected my own life stance and principles.
Academic Dossier
The academic dossier includes three essays about different topics in counselling 
psychology and practice. Each of them mirrors my interest and curiosity in the 
respective topic, which was mainly sparked by aspects of my clinical practice and 
experience. The first essay, which was written during the second - psychodynamically 
oriented - year of my training, considers the issue of maternal incest and its 
understanding fi*om a psychodynamic/psychoanalytic point of view. It offers a review 
of the relevant literature in an effort to provide insight into the psychic processes and
social parameters that may contribute to such behaviours. The choice of this topic was 
related to my clinical work with a borderline client at the time, who was severely 
traumatised by her mother’s behaviour during her childhood and adolescence.
Although this behaviour involved mainly emotional abuse and not physical or sexual, 
the implications for my client’s well being were detrimental. There was a sadistic 
underpinning that had almost an erotic nature, which was affecting our therapeutic 
relationship, since in the transference and the countertransference I was often 
experienced as an uncaring mother. Writing this paper enhanced my psychodynamic 
thinking and improved my understanding of my client’s difficulties. Furthermore, I 
enjoyed a lot the mental stimulation I experienced through visiting the thoughts and 
ideas of influential psychoanalytic authors on such a diverse and complex topic.
The second essay was submitted in the third year of my training as part of the 
Psychopathology module. The requirements of this essay included looking at a 
particular form of psychopathology through the lens of a specific therapeutic model. I 
decided to discuss the diagnosis of Eating Disorders from the angle that the 
‘transdiagnostic’ CBT model (Fairbum et al., 2003) offers. My decision was mainly 
influenced by my third year’s CBT oriented placement at an Eating Disorders Service 
and my long-standing interest in people with eating difficulties. The therapeutic model 
I elected was in accordance with NICE (National Institute for Clinical Excellence,
2004) guidelines and the one I used mostly in my practice. I approached this essay as 
an opportunity to reflect upon my work with this population and its challenges. The 
process of writing aided my thinking about the difficulties I was having and how my 
inexperience with the ‘transdiagnostic’ model contributed to them. It also provided me 
with valuable insight into the ways my identity as a counselling psychologist can be 
compromised when working in an area that is highly ‘pathologised’.
The third essay was also carried out in my third year of training. It examined the use 
and understanding of countertransference in CBT. This topic echoed my curiosity 
about how CBT manages to incorporate a concept that has such strong psychodynamic 
underpinnings as the concept of countertransference. It also represented my attempt to 
achieve some clarity about this topic, since an initial reading of the relevant literature 
had left me quite confused. It seemed to me that the distinguishing line between the 
psychodynamic and the CBT understanding of countertransference was a thin one. I
found it much easier to identify the differences between the ways that the two 
paradigms were using the concept in practice. I therefore welcomed the opportunity to 
further immerse myself in the existing literature and approach the same concept 
through the ‘eyes’ of two quite different therapeutic models.
Therapeutic Practice Dossier
This dossier consists of a short description of the three, year-long placements I 
undertook during the three years of my training. The description provides the reader 
with information about the context and duration of each placement, the therapeutic 
approach used and the type of therapy offered. It also discusses the client population 
seen, the type of supervision received and the professional activities undertaken.
However, the main focus of this dossier is the final clinical paper, which offers an 
account of my venture in the sea of counselling psychology. It enlightens some of the 
experiences that have determined the way I am as a counselling psychologist today. It 
presents in a narrative the culmination of three years of personal and professional 
development and strive for growth.
Research Dossier
The portfolio concludes with the research dossier which consists of my first year 
literature review and my second and third year qualitative research reports. The 
common thread that connects all three pieces of work is my preoccupation with 
language and its role in psychotherapy. The investigation of this field is closely linked 
to my long-standing interest in language, both as a means of communication and as an 
indicator of human identity. This interest acquired a different form when I moved to 
the United Kingdom in order to continue my studies. Bearing in mind the importance 
of language and having experience of both receiving and offering therapy in my native 
language, I became uncertain of my ability to do the same in a non-native language. 
This made me start reading about the use of a non-native language in the therapeutic 
room and its implications. The complexity of this topic, its relevance to therapeutic 
practice and the lack of relevant research made it the focus of my research during the 
three years of my training.
My literature review examined the implications of offering psychotherapy in a 
language other than the client’s native language. I identified the difficulties that may 
arise and the possible causes behind them. Furthermore, I suggested by drawing from 
different paradigms, ways of helping therapists to overcome these difficulties. For my 
second year’s qualitative piece of research I built upon my literature review’s insights. 
Therefore, I explored White British therapists’ experience of offering therapy in 
English to non-native White English speaking clients, whose English was fluent. An 
interpretative phenomenological approach (IPA) was used to examine the impact of 
language difference on the therapeutic work and relationship. Participants’ accounts 
confirmed that language difference can create difficulties for the therapeutic work. 
These difficulties, however, seemed to be limited to the therapeutic process and did 
not affect the outcome or the therapeutic relationship. Moreover, it was indicated that 
these difficulties could be overcome and therapists referred to a variety of ways they 
employed in order to overcome them.
The findings of my second year research led to my third year qualitative research. I 
decided to approach the same topic from clients’ point of view, exploring their 
experience of having therapy in a language other than their native, which they spoke 
fluently. I was very interested to see if their experience would be in agreement with 
my second year’s results or findings from other research projects in the area. 
Therefore, I interviewed clients to gain their perspective on the impact of language 
difference in the therapeutic process and outcome. I used template analysis to analyze 
the data, which allowed me to create an initial template from existing findings and 
base my analysis on it. The findings suggested that clients’ experience coincided to a 
certain extent with previous findings. They confirmed that language difference can 
affect the therapeutic process, but not the outcome and the therapeutic relationship. 
Both my second and third year research projects introduced me to a different way of 
conducting research. I appreciated the opportunity to immerse myself in my 
participants’ subjective experience, while I felt impressed by the richness and the 
different layers of their material. Moreover, the findings confirmed my belief in the 
power of the therapeutic relationship which goes beyond differences and difficulties 
and allows the therapist and the client to create their own language in the therapeutic 
room.
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ACADEMIC DOSSIER
Introduction to the Academic Dossier
This dossier includes three essays, which were written through the three years of my 
training. The first essay explores the psychodynamic understanding of the topic of 
maternal incest focusing on the psychic and social processes that may contribute to it. 
The second essay sets out to discuss the diagnosis of Eating Disorders and the way the 
‘transdiagnostic’ CBT model comprehends and treats such diagnosis. The third essay 
explores the use and understanding of the concept of countertransference in CBT.
When Boundaries Get Blurred:
A Psychodynamic Understanding of Maternal Incest
For a long time mental health professionals treated patient’s allegations of incest with 
disbelief and caution. The reason for this may be found partly in Western society’s 
difficulty to accept incest and partly in the dominant idea that such allegations were 
the product of patients’ fantasy or misunderstanding (Faller, 1984). It took a long time 
for people to overcome the shock and accept that incest is a reality that takes place 
rather frequently; especially between fathers and daughters (Courtois, 1988; Browne 
& Finkelhor, 1986). Nevertheless, mothers also cross the boundaries with their 
children (Banning, 1989; Johnson & Shrier, 1987), even though such acts still remain 
a taboo for Western civilization, violating the most fundamental social and cultural 
stereotypes of motherhood and its role (Tardy, 2000; Leach, 1997). It is not a 
coincidence that among the women that have assaulted their children only the ones 
that were so deviant, that their abusiveness was undeniable, were prosecuted or 
referred to therapy being described as severely disturbed or psychotic (Allen, 1991). 
This paper will attempt to offer a psychodynamic understanding of the complex topic 
of maternal incest, taking into consideration the different psychic processes and social 
parameters involved.
Incest: Fantasy or reality?
Freud in his paper “Aetiology of Hysteria” (1896) claimed that the hysterical 
symptoms exhibited by many of his patients were the outcome of sexual abuse during 
their infancy or childhood. Nevertheless, at the beginning of 1899 in his letters to 
Fliess, he seems to abandon this position, also known as the ‘seduction theory’. He 
writes that hysterical symptoms might not be related to actual sexual abuse, but to 
manifestations of oedipal impulses and wishful fantasies (Masson, 1985). In the 
“Introductory lectures on psycho-analysis” (1916-17), however, in an attempt to offer 
an understanding of neuroses, he appears to place equal importance on the 
individual’s fantasy of being seduced during childhood and on the real memory of 
seduction. Along the same lines, Ferenczi (1933) also stresses the fact that childhood 
abuse initiated either by mature men or women is often a reality that should be taken 
into serious consideration and not as a wishful fantasy.
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The fantasy of maternal Incest and its functions
Maternal incest is for many theorists a fantasy that lies in all individuals. The 
incestuous relationship with the mother and its resolution is a necessary part of the 
infant’s early normal attachment experience (Conran, 1976). Klein (1932) believed 
that the mother-infant relationship is the most influential in one’s life, and it is filled 
with sexuality and power. Jung (1952) refers to maternal incest as a reservoir of 
archetypal energy that helps the infant to escape from the unconscious fear of death 
and annihilation. Nevertheless, the mother should be able to respect the incest taboo. 
Her infant and especially her infant’s body should not be used as the object of her 
pleasure (Lemaitre-Sillere, 1998). Winnicott (1958) talked about the ‘primary 
maternal preoccupation’, a psychic state of the mother in which she is literally in love 
with her baby in order to attend to his or her needs in the best possible way. This state 
begins towards the end of pregnancy and gradually subsides during the first months of 
the baby’s life. During this time the mother’s self is projected on to her baby.
Also, the practices in which the mother gets involved in order to take care of her baby, 
like breastfeeding or washing and drying the infant’s body, might conjure up sexual 
intimacy and exchange. As a result, the mother unavoidably becomes the agent of 
primary seduction (Laplanche, 1986). Freud (1905) described the feeling of satiation 
after the infant has suckled as a kind of orgasm that signifies the beginning of 
incestuous eroticism. This type of erotic exchange, which is mainly unconscious both 
for the infant and the mother, allows the former to unconsciously experience and 
resolve the incestuous relationship (Lemaitre-Sillere, 1998). In other words, the 
infant’s ability to claim ownership of his or her body (Laufer, 1968) depends on the 
extent to which the mother was able to take sexual possession of it. The body’s 
successful stimulation by the mother makes it “visible” to the infant (Lemaitre-Sillere, 
1998).
The transition to motherhood
Maternity is for most women an occasion of significant psychic change (Lemaitre- 
Sillere, 1998). In addition, even from the moment of conception, their bodies undergo 
numerous physical changes. Women find themselves experiencing a number of 
conscious and unconscious fantasies about conception, pregnancy and childbirth. The
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above transformations are usually accompanied by expectations about: themselves as 
mothers, their babies, their object-relationships and their personal circumstances 
(Welldon, 1988). As a result, motherhood brings significant alterations to women’s 
life roles and sense of self. Their personal identity expands in order to include their 
children (Alford, 2000). Most women, together with their surrounding environment, 
seem to hold the expectation that the transition to motherhood will occur naturally. In 
other words, it is generally assumed that the transition from the private, individual 
“me” to the shared identity of “me and my baby”, that mothers have, is a smooth and 
effortless one (Smith, 1999).
Although for most women the desire to become mothers is rooted deeply in their 
psychic structure, stemming from their oedipal experience (Chodorow, 2002) the 
transition to motherhood can be anything but smooth. From an object relational view, 
it might trigger a conflict with their internal mother or their real mother. Their 
preoccupation with issues of separation and primary identification, as well as their 
early relationship with their own mother, sometimes makes mothering problematic 
(Chodorow, 2002). But problematic mothering in a society that has idealized the 
mother-child relationship is not always acceptable. It goes against the central social 
conviction that wants mothers to have an innate, universal tendency to protect their 
children from all harm. They are expected to show altruism towards their offspring to 
the extent of being willing to sacrifice their lives for their sake (Tardy, 2000; Leach, 
1997).
The erotic aspect of the mother-child relationship
The relationship between mother and child is a very complex one, suffused with an 
eroticism that Western society is not always ready to accept. This relationship is 
supposed to be so sacred and important that admitting an erotic aspect in it is 
unthinkable for the majority of people. As a consequence, mothers feeling aroused and 
satisfied in an almost sexual way by their children often end up experiencing guilt and 
shame.
Sichtermann (1983) has discussed about the eroticism of the breasts and the sensual 
pleasure that breastfeeding can provide. Blum (1993) has also argued that
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breastfeeding, being a unique experience of the female body, can offer to the woman a 
very satisfying feeling of intense engagement with her baby, accompanied by
pleasure. Also, many authors have commented on Western societies’ preoccupation 
with breasts as powerful symbols of feminine sexuality (e.g. Young, 1990) and objects 
of sexual gratification; these are views which might make women feel awkward when 
breastfeeding (Baumslag & Michels, 1995; Van Bsterik, 1989). It seems that mothers 
who find breastfeeding pleasurable and sensuous blur the strict boundaries between 
motherhood and sexuality that Western societies have set. Images of women have to 
comply with the dichotomy of “Madonna” and “Whore”, in the sense that women are 
often seen as either sensual mothers or sexualised beauties; not both of them (Young, 
1990). Any association of motherhood with sexuality raises stirrings of the incest 
taboo.
Maternal incest
Kramer (1980) describes maternal incest as “the mother’s repetitive, deliberate 
actions, aimed at stimulating the child to gratify herself’ (p.328) and clarifies that the 
child might be either male or female. The abuse that maternal incest survivors report 
includes both overt and covert types of abuse varying from voyeurism, exhibitionism 
and kissing to sexual touching, oral sex and vaginal or anal penetration with or 
without implements (Ogilvie & Daniluk, 1995). It might be subtle or very sadistic and 
violent. It can also include the sexual humiliation of the child by dressing boys in 
female clothes and girls in male clothes, as well as by mocking or making insulting 
remarks (Etherington, 1995; Lawson, 1993).
Valerie Sinason (2002) has talked about children’s pseudo-abuse, which does not 
involve an actual physical abuse, but the child’s overstimulation and sexual excitation 
by the mother. This type of abuse can take place through behaviours like bathing and 
sleeping in the same bed beyond an age at which this is reasonable, confiding about 
sexual matters, treating children as romantic partners and taking them out to “dates” 
(Hunter, 1990). In this way, the mother’s body becomes sexual and the child ends up 
being confused and distressed. Such psychic abuse might even have a “stupefying
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effect” by ‘attacking’ the child’s intelligence and causing a learning disability 
(Sinason, 2002).
Different types of maternal incest
There are two types of maternal incest: the mother-son and the mother-daughter. 
Surveys show that mothers tend to abuse their sons more frequently than their 
daughters (Lewis & Smith, 1989; O’Hagan, 1989), although the mother-daughter 
incest is more commonly reported (Courtois, 1988). The mother-daughter incest is 
also the most condemned by Western societies since it violates two powerful cultural 
taboos: incest and homosexuality (Caplan, 1989; Kasl, 1989).
Mother-son incest
Many male survivors of maternal abuse state that they have experienced the abuse as 
subtle or seductive (Lawson, 1993) and it took them many years to realise that it was 
actually an abuse. One of the reasons for this is that mothers frequently commit the 
abuse under the guise of caretaking, persuading their sons that their behaviour is 
normal (Etherington, 1997). In mother-son incest, Shengold (1980) emphasises the 
mother’s central role not only to the deed but also in the fantasies of both herself and 
the son. So, the mother because of oedipal fantasies and the erotic nature of her bond 
with her child is already the protagonist of her boy’s fantasy and at the same time, the 
boy is the protagonist of her fantasies as her extension; her way to resolve penis envy. 
However, many mothers because of perversion, loneliness or childhood experiences of 
abuse by their own mothers act upon these fantasies. Welldon (1988) makes the 
distinction between the perverse mother and the perverse sufferer, who by having 
been a victim, becomes a victimiser and takes advantage of her position of dominance 
to ensure that her son is and will remain her exclusive source of sexual gratification. 
The child becomes a part-object and the ideal partner for the mother since she is in 
control of the situation. So, mothers by sexualizing the craving for human contact 
(Shengold, 1980), encircle and engulf their sons, making sure that their 
victims/offsprings will not go away. Steele (1990) also suggests that in the cases of 
mother-son incest the psychopathology is probably more related to the unresolved 
early symbiotic attachment to the mother, which makes the separation more difficult 
than the sexual event itself.
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Mother-daughter incest
The domain of mother-daughter incest is the least researched. Thus, it is not 
uncommon for many female survivors of maternal abuse to reach a point thinking that 
the abuse could not have taken place because of others’ denial of the possibility that 
such kind of abuse can happen (Courtois, 1988; Tower, 1988). Sometimes, in the case 
of mothers that have also been victims of sexual abuse, the common theme of helping 
the daughter to create a sense of a strong adult ‘self can be found. The mother might 
think that in this way she prepares her daughter for a future that will be anyway 
‘cruel’. In other cases, the mother by penetrating/invading the body of her child 
becomes powerful at a symbolic level in the social order (Fitzroy, 1999). She does not 
have anymore the passive role of the person that guides, protects and contains. By 
penetrating and dominating, she attains an additional ‘male’ active role. The daughter 
is denied her separateness and becomes ‘something’ located “between her thighs” 
always available for the mother to touch, caress or rub (Welldon, 1988).
Explaining maternal incest
According to Klein, women’s early experiences with their own mothers have played 
an important role in their identity formation and ability to function as adequate 
mothers when the time comes (Davis, 1997). Adequate motherhood involves the 
ability to develop a non-coercive relationship with the child, as well as the ability to 
accept the child as a different entity and respect his or her right to self-definition 
(Alford, 2000). But many times mothers have internalized at a young age, through 
different mechanisms of identification, abusive parental figures. Such internalisations 
are bound to, both consciously and unconsciously, affect their behaviours and 
attitudes throughout their life. So, an abusive male (father) or female (mother) object 
can be internalised by a young girl and become part of her personality structure 
affecting her ability to function in a parenting role as an adult woman (Platts, 2000). 
For example, women who have internalized an abusive and humiliating mother may 
experience an additional difficulty in developing their own identity as parents. Since 
they do not have a fiinctional internalised model that can help them to parent 
adequately, they have to go through the fhistrating process of creating their own 
(Bugental, 1993).
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However, as Lev-Wiesel (2006) supports, motherhood also involves various 
projections of different internal objects. Thus, mothers sometimes end up projecting 
the internalised representation of an abusive parent onto their children, while other 
times they might project their own ‘idealised’ or ‘damaged’ self. In both cases, the 
child does not have an entity on his or her own; he or she is designated as the mother’s 
part-object (Lev-Wiesel, 2006).
One of the most influential explanations of maternal incest has been given by Welldon 
(1988) and her theory about perversion. She separates male and female perversion 
based on its aim, which when it comes to women is the attack of their bodies, their 
creations (e.g. their children) or inner part-objects. Hence, she takes Kramer’s 
definition of maternal incest a step further and suggests that it can also be read as a 
definition of female perversion. She claims that some of the characteristics of 
perversion can be found there like: repetition, dehumanization and compulsiveness in 
sexual satisfaction through the object’s reduction to part-object. According to 
Welldon, perversion is all about power and it seems that motherhood is the period that 
women are most powerful. By abusing their children, mothers regain a sense of power 
and control. Kramer (1980) also speculates that incestuous mothers cannot obtain 
sexual pleasure through their own genitals. The only way to achieve that is through 
masturbating the genitals of their incompletely separated offsprings who are perceived 
as dehumanized extensions of the maternal body. In this way incest becomes a form of 
masturbation or auto-eroticism (Tesone, 2005).
Victims of maternal incest many times remember their mothers being isolated, lonely 
and emotionally needy, while their fathers were most of the time emotionally or even 
physically absent. Finch (1973) suggests that many times lonely mothers who share 
their beds with their infants out of their need for warmth and affection end up 
initiating stimulation of their infants’ genitals. So, the children become a purely sexual 
object of gratification and the mothers regress to primitive means of sexual 
stimulation (Chasnoff et al, 1986). The attachment that such intimacy creates often 
makes the mother unwilling to allow her offspring to ‘grow up’ and leave her. Kramer 
(1985) also links this with the fact that in many cases of maternal incest, the mother
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herself has possibly experienced difficulty separating from her own mother. As a 
consequence, she may find it hard to allow her own child to grow and develop. 
Furthermore, as clinical and research evidence indicates, a very high percentage of 
women who commit incest have themselves gone through physical, sexual or 
emotional abuse during their childhood (e.g. Saradjian, 1996; Welldon, 1988). So, as 
was mentioned before, it is possible that these women, who have internalised abusive 
parental figures, project these representations onto their children and by abusing them, 
take their unconscious revenge. Or after having internalised their personal experiences 
of child abuse and misogyny, they might have learned to hate, as well as distrust their 
female identity and their body. So, by abusing their children, who are perceived as 
their part-objects, they attack their own inner self. They enact a form of self- 
mutilation expressing their self-hate or internalised misogyny (Maison, 1997;
Welldon, 1988).
Some additional thoughts on maternal incest
Some authors also perceive maternal incest as an attempt of the mother to de-objectify 
the death drive and obtain mastery over time and death (Tesone, 1998; Green, 1993).
It has been argued that incest provides the mother with the illusion of omnipotence 
and grandiosity (Tesone, 2005). It is almost as if the mother through the incestuous act 
oversteps, at a symbolic level, ‘thanatos’ and allies with ‘eros’. In ancient Greek 
philosophy the word ‘thanatos’, which means death, symbolizes the end ‘Eros’, on 
the other hand, stands for creativity, love and desire; it symbolizes the drive to live, 
while it is the root of words such as ‘erotic’. Freud (1920) adopted the two terms and 
referred the first to the “death instincts” and the second to the “life instincts”. The 
mother, by using her child and their relationship, which is already suffused with 
sexuality and erotic feelings, possibly tries to gratify her “life instincts”. However, in 
reality she does not manage to escape ‘thanatos’, since the strong aggressive impulses 
she exhibits towards her offspring and herself, in her attempt to do so, can only be 
associated with the “death instincts”.
It is almost as instead of mirroring her child, she mirrors herself in her child and, like 
in the myth of Narcissus, falls in love with her reflection which she tries to seduce. 
This can be particularly stimulating and make her ‘loose sight’ of her child’s
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individuality. She might become so absorbed by her reflection and the experience of 
being mirrored for the first time that the child stops being important. As Welldon 
(1988) argues the child, male or female, becomes part or continuation of the mother’s 
body and exists only in order to offer her narcissistic and sexual gratification. This 
hypothesis however, in a way, leads back to the very heart of psychoanalysis itself: the 
battle between the personal desires (pleasure, unconscious wishes) and civilization 
(Freud, 1920, 1930). Mothers, who find themselves in such a psychic state, are also 
faced with the archaic conflict between the id and the superego; the pleasure and the 
law. Consequently, if they are comfortable with, or even consciously enjoy, ‘sharing’ 
their body with their baby through breastfeeding or other powerful practices, they feel 
reluctant to express it. However, the sense that such feeling is forbidden and 
dangerous because it goes against social taboos and prohibited wishes makes it quite 
strong and overwhelming.
At the same time, some mothers might find them deeply erotic for this same reason.
As a result, the sense of omnipotence that the pre-oedipal dyadic process has given 
them, in combination with the excitation that the forbidden act provides, might lead 
these mothers to the violation of the incest taboo. Furthermore, if the mother gives 
into the forbidden incestuous wishes, she unites with her offspring and this, at a 
symbolic level, makes her even more powerful. She can go against or ‘kill’ the 
id/father, in the same way that Oedipus killed his father after sleeping with his mother. 
So, she has managed to create for herself the perfect partner, who not only makes her 
undefeatable but also because of the shame will be unlikely to attempt escaping their 
dyad. Her body/self is inextricably linked with her child’s and the boundaries between 
them become forever blurred.
Conclusion
This paper presents some of the most influential psychoanalytic/psychodynamic 
theories and thoughts in relation to the topic of maternal incest and attempts to throw 
some light on its complexities. The psychic structures of the mothers that get involved 
in such acts have been discussed, as well as the social factors that shape them. 
Nevertheless, understandably there still exist many questions that research and clinical 
experience have not managed to answer; particularly since the exploration of such a
18
complex and sensitive area raises both practical and ethical consideration. 
Furthermore, it still represents one of the greatest taboos of modem societies and 
contemporary cultures, which continues to make its study a rather challenging task.
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Searching for the Person behind the Eating Disorder:
The ‘Transdiagnostic’ Model
I f  I  calculated the hours I  have spent obsessing about my own thighs when 
I  should have been studying or working or enjoying sex, and I  added those 
hours to the number o f weeks I  spent weighing and measuring in the 
kitchen and the bathroom and then i f  I  added the combined sum to the 
number o f nights I  have spent gorging from the third shelf o f my fridge, the 
total sum would be over two-thirds o f my 30-odd years on this earth.
(Oakes-Ash, 2006, p. 9)
‘Helpless’ and ‘trapped’ are two words that people suffering from eating disorders 
frequently use to describe the way they feel. Their accounts convey the sense that at 
some point the eating disorder takes a life of its own, interchanging roles and faces. It 
can shift from being a loyal friend, who offers comfort and reassurance, to a powerful 
enemy, who controls every aspect of their life. It is this dual character, in combination 
with its high rates of co-morbidity (Herzog et al., 1996), which makes eating disorder 
a diagnosis with a rather unsatisfactory prognosis. Furthermore, the often chronic 
presentation in combination with the complex nature and significant mortality rates 
seem to discourage many clinicians from working with clients who have such 
difficulties (Steinhausen, 2002). As it has been estimated, eating disorders are 
responsible for more loss of life than any other type of psychological illness (Kirby, 
2007).
Currently, the umbrella-term ‘eating disorders’ includes four conditions according to 
the Diagnostic and Statistical Manual (DSM-IV) of the American Psychiatric 
Association (1994): anorexia nervosa, bulimia nervosa, eating disorder not otherwise 
specified and binge eating disorder. A recent review of epidemiologic studies (Makino 
et al., 2004) showed that in Western countries prevalence rates for anorexia nervosa 
ranged from 0.1% to 5.7% in females, while for bulimia nervosa from 0.3% to 7.3%.
In the same study, the prevalence rates for bulimia nervosa in non-Western countries 
ranged from 0.46% to 3.2% in females. Prevalence rates for males were found only in 
Western countries and only for bulimia nervosa, ranging from 0% to 2.1%. Eating 
disorders seem to occur more frequently in the female population of Western
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industrial societies, where ‘thinness’ is overemphasised and promoted in the media 
(Williamson et ah, 2004). It must also be noted that the prevalence rates of this 
diagnosis are not always so representative of the actual picture since they fail to 
include individuals who remain unreported, probably due to the shame, secrecy and 
deniability linked with this condition (Kirby, 2007).
My interest in the area of eating disorders stems from my own clinical experience. 
Being in a therapeutic relationship with people with eating difficulties is an experience 
that I find difficult to describe. It is like an on-going dance between extremes: love 
and hate, fulfilment and exhaustion, hope and despair. But, what I deem as 
particularly difficult is how ‘pathologised’ are the people that find eating challenging. 
In the team meetings, words like ‘patient’, ‘psychopathology’, ‘co-morbidity’or 
‘treatment’ seem to be the protagonists. Hence, it was hard for me, a counselling 
psychologist in training still striving to find my professional identity, not to be drawn 
into this way of thinking from time to time. In this paper I will discuss, drawing from 
my personal experience, how difficult it is sometimes to find the person behind the 
eating disorder and help him or her regain the control of his or her life. I will also 
present the ‘transdiagnostic’ model for eating disorders (Fairbum et al., 2003), which 
has often been a ‘compass’ for my therapeutic journey in the world of eating 
difficulties.
The experience of working with client suffering from eating difficulties
Working with clients with eating problems can pose a number of challenges on the 
clinician. Clients can be highly ambivalent about altering their eating patterns even if 
they have sought therapy. Although they may feel distressed and able to understand at 
a cognitive level the need for change, the fear of letting go of their eating patterns is 
usually quite strong. One of my clients told me in our initial session: “It is like having 
two selves. The one is me and the other is this disorder that I want... to kick out. But 
at the same time I feel scared of what will happen if I get rid of it. I am like this for the 
last 20 years.” Such fear is very understandable, especially if someone takes into 
consideration that for the specific client, the relationship with the eating disorder has 
been there much longer than any other meaningful relationship in her life. So, the 
therapist’s task is to manage to address this ambivalence in a way that both the desire
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for change and the fears that accompany it could be validated (Keel, 2001). According 
to Geller et al. (2001) the therapist’s mission when working with individuals that 
suffer from eating difficulties is; “To develop and foster a trusting, supportive 
relationship that promotes client self-awareness, self-acceptance and responsibility for 
change” (p.367).
As I implied before, one of the major challenges I had to face when working with 
clients with eating difficulties was managing to separate the person from the 
diagnosis. The complexity of my clients, the potential serious medical complications 
of their condition and my lack of experience with the model (the ‘transdiagnostic’ 
model) made me prone to hide behind medical jargon and become detached from 
them. I had persuaded myself that their prognosis was pessimistic and I could not 
really make any difference. It took me a while to realise that I had drifted away from 
the way I had previously been in the therapeutic room. I had to take a step back and 
ask myself if the therapist I had become was the therapist I really wanted to be. This 
gave me the chance to reconsider and make some changes. I will not claim that now I 
know how to ‘cure’ people facing eating difficulties, but at least I am able to see them 
as individuals and not as a list of symptoms or a ‘disorder’. Actually, in the 
therapeutic room I never refer to their eating disorder. I prefer talking about their 
eating difficulties or challenges. I also tend to ‘personify’ the eating disorder and refer 
to it as it is a different entity. I am aware that, at this point, considerations may be 
raised about the implications that this might have for clients’ sense of ‘self and ability 
to integrate different aspects of it. However, on the whole, I truly believe that it helps 
clients to think of themselves more holistically and not as if they are only what they 
are eating. For example, in the initial part of therapy when, usually due to their 
ambivalence, their eating patterns become more chaotic I might say: “This is fine! The 
eating difficulty feels threatened and objects. This is a valuable piece of information 
for our work. We do not want to aggravate it, so we will continue in a tentative way 
testing the waters and its flexibility.”
It is very important for the therapist to be able to communicate a consistent acceptance 
to the client even, when he or she does not comply with therapy. Many clients have 
learned to be so self-critical (Fairbum at al., 2003) that even the experience of being 
accepted in its own right can be quite therapeutic. One of my clients told me, while
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exploring her difficulty to leave her very successful business on time in order to attend 
our sessions: “I think that no matter how hard I will try I will not be able to beat my 
bulimia... which I suppose makes sense. It is there to remind me that underneath the 
façade of success I remain a huge failure”. However, the need to constantly convey 
acceptance should not prevent the therapist from being challenging when necessary. It 
is more about the therapist’s profound belief in client’s inherent worth and potential 
for change, which allows him or her to employ a broad repertoire of therapeutic skills 
and techniques in order to “unlock” this potential.
Clients with eating disorders often have invested a lot in being thin and cannot tolerate 
even the thought of gaining weight. One of my clients explained to me: “When I was a 
teenager I was fat and my life was miserable. My mother used to tell me that I was the 
disgrace of the family, my girlfriends laughed behind my back and boys didn’t even 
bother to look at me. After I lost weight my life totally changed. I became popular and 
I ended up marrying the ‘hot’ guy from high school, who had not even noticed me 
during our school years. Even my mother started to like me more.” Upon reflection, it 
is very natural that this client does not want to discuss putting on weight although she 
is slightly underweight. She has very valid reasons to object and at this point I am able 
to understand and respect them, while some months ago I would have started our work 
by focusing on helping her put on weight.
Critical analysis of diagnostic classification
The Diagnostic and Statistical Manual (DSM-IV) of the American Psychiatric 
Association (1994) specifies which criteria must be met for the diagnosis of each of 
the four eating disorders (Appendix A, B, C). Nevertheless, making a diagnosis in this 
area is not a simple task. Waller (1993) argues that eating disorders specialists spend 
too much time trying to classify clients into a limited set of diagnostic categories, in 
which clients frequently fail to fit since the eating psychopathology can be manifested 
through a variety of symptoms. Interestingly, this diagnostic limitation seems to be 
highlighted by the recent addition of a new category: eating disorder not otherwise 
specified (EDNOS). This category is intended to include the considerable number of 
eating difficulties that do not satisfy the criteria for the two major categories of 
anorexia and bulimia nervosa (Fairbum & Harrison, 2003). Waller (2000) suggests
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that clinicians could focus instead on what should shape their treatment: (a) the 
distinct way that the eating disorder is manifested in the individual’s behaviour (e.g. 
fasting, bingeing, purging) and (b) the biological, emotional, cognitive, interpersonal 
and/or social factors that trigger and maintain such behaviour.
The clinical value of the diagnostic classification of eating disorders is to provide 
meaningful differentiations between the different presentations of eating difficulties 
(Devlin et al., 2003). So, its inability to do so raises quite important questions about its 
value. Moreover, another function of the diagnostic classification would be to provide 
enough input for the development of appropriate interventions. The fact that no 
‘disorder-specific’ approach has been proven to be significantly successful implies 
that the diagnostic categories have failed to do that as well (Waller, 1993). On the 
contrary, effective interventions were the ones that did not target any specific eating 
disorder, but the whole range of them (Anderson & Maloney, 2001). All the above 
observations seem to offer support to the argument that certain underlying eating 
mechanisms, like over-evaluation of eating and weight, are common among all the 
existing diagnostic classifications of challenging eating behaviours (Fairbum et al., 
2003). According to this argument, all clients share some core mechanisms from 
which the unique set of each client’s eating characteristics develops. The combination 
of these shared mechanisms with each client’s distinctive features forms the unique 
account of each client’s eating difficulty (Waller, 1993).
I must admit that I have mixed feelings about the diagnostic categories of eating 
behaviours. As a professional, I feel that I have to take into account the suggestions of 
evidence based practice and any diagnostic labels that individuals have been given by 
other professionals. In addition, a part of me sees these categories as a safety net. 
Having a diagnosis means that I am able to use a specific protocol and this makes me 
feel quite secure and sure as a practitioner. Nevertheless, there is also a part of me that 
does not feel at ease with categorising and labelling my clients; especially when their 
difficulties are so complex that it is hard to decide which is the most appropriate 
diagnosis. At times, the diagnosis feels as it is limiting them, as well as limiting me 
regarding the help I offer. It can be problematic to persuade your supervisor or the 
other team members that you use techniques for your bulimic client from the protocol
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about anorexia because some of her features resemble features of anorexics. However, 
as a counselling psychologist in training, I think that I have the ethical obligation 
towards my clients, myself and my colleagues to pay attention to each client’s 
phenomenology (Woolfe, 1990). This is one of the reasons why I feel inclined to 
agree with the idea of the common core features among the different eating diagnoses, 
which constitute the ‘basis’ on which other features, unique for each individual, 
develop. From my point of view, it gives more freedom to the practitioner to focus on 
the client’s phenomenology and unique experience of his or her eating difficulties.
The ‘transdiagnostic’ perspective
The ‘transdiagnostic’ CBT model was developed by Fairbum et al. (2003) and has its 
roots in Fairbum’s previous CBT models for eating disorders (Faimbum et al., 1999; 
Faimbum, 1997). It advocates that in the centre of the challenging eating behaviours 
lies the unhelpful way in which individuals evaluate themselves. While most people 
evaluate themselves based on their perceived performance in a number of aspects of 
life (e.g. close relationships, work, studies), individuals with eating difficulties seem 
to over-evaluate the significance of their eating, shape and weight (Williamson et al,
1999).
According to the ‘transdiagnostic’ model, the over-evaluation of these three factors is 
fundamental in the understanding and maintenance of all eating difficulties. The rest 
of clients’ eating features stem directly (e.g. low weight and starvation, unhealthy 
weight control behaviours) or indirectly (e.g. binge eating) by this over-evaluation. In 
this way a never ending cycle of client-specific maintaining mechanisms is created 
and this is the cycle that keeps the eating difficulties in place. The ‘transdiagnostic’ 
model suggests that in some clients one or more of four additional maintaining 
mechanisms interact with the already existing ones posing extra obstacles to change 
(Grave, 2005). These four mechanisms are the following: (a) clinical perfectionism or 
perfectionism of clinical significance, (b) core low self-esteem or pervasive negative 
view of self as part of the individual’s identity, (c) mood intolerance or inability to 
cope appropriately with certain emotional states, and (d) interpersonal difficulties 
(Fairbum et al., 2003).
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To summarise, the ‘transdiagnostic’ model is a CBT model for eating disorders that 
links clients’ cognitions, emotions and behaviours regardless of a diagnosis. This 
enables the therapist to provide an intervention that is, to a certain extent, shaped by 
the client’s individual presentation. The main core CBT skills (e.g. Socratic 
questioning, downward arrowing, cognitive restructuring) are still used. The 
additional component of this approach is the need to address eating, shape and weight 
concerns. This is achieved by using CBT techniques and tools in order to work with 
the client on body image issues and the ‘over-evaluation’ of eating, weight and shape 
(Waller et al., 2007).
Criticism of the model
Evidence shows that clients suffering from eating disorders appreciate the behavioural 
aspects of different treatments, such as learning about the nutritional value of food, 
eating normal portions and developing problem solving skills (Vanderlinden et al., 
2007). At the same time, they place a lot of importance on the quality of the 
relationship with the therapist (Button & Warren, 2001). Unfortunately, although the 
‘transdiagnostic’ model appears to be more than sufficient when it comes to the 
behavioural aspects of treatment, it seems unable to address issues related to the 
therapeutic relationship. Such criticism is not new for CBT, even though it must be 
acknowledged that the ‘transdiagnostic’ model takes much more into consideration the 
value of interpersonal processes in comparison with other traditional CBT models for 
eating disorders. Nevertheless, it still seems to overlook a lot by not paying attention 
to the importance of the interaction between client-therapist and the richness of the 
material that this interaction might trigger. Spinelli (1996) has theorised about the 
tendency of psychotherapists to emphasise either the ‘being’ or the ‘doing’ aspect of 
the therapeutic relationship. Unfortunately, the ‘transdiagnostic’ model, like any 
technique oriented approach, can compel therapists to focus only on the ‘doing’ 
aspects of the therapeutic relationship and neglect the ‘being’ elements.
My personal experience has shown me that this negligence might have serious 
implications for the therapeutic alliance. In one of my sessions, I tried to introduce to 
my client a more structured way of eating. Her homework was to eat more frequently
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throughout the day and at specific times. It did not matter what she would eat, but she 
had to eat three meals and three snacks at specific times. My client did not seem 
happy with it. She told me that with all these snacks and meals she would put on 
weight. I tried to explain to her that this was unlikely to happen, but she was not 
convinced. So, I continued trying to persuade her, using all the textbook arguments I 
could remember, and she continued expressing her uncertainty. It took me nearly 20 
minutes to connect with her fear, take a step back and tell her: ‘Ok! How many snacks 
and meals do you think that would be manageable for you?’ After the session and 
reflecting on what had happened, I realised that I was so preoccupied by ‘doing’ 
therapy that I nearly forgot to ‘be’ with my client. Instead of adjusting the model to 
her needs, I tried to make her needs fit the model. Thankfully, she returned the next 
week and we were able to discuss how let down and misunderstood she had felt, as 
well as her fears about therapy.
Conclusion
For many health professionals, eating disorders represent a terra incognita that they 
do not wish to visit. There is the prevailing sense that clients with such difficulties are 
‘too disturbed’ and that working with them is not rewarding. The truth is that working 
with clients that have eating difficulties can be a quite challenging mission. As 
therapists, we may feel at times overwhelmed and deskilled, unable to separate the 
person from the eating patterns. We might collude with our clients’ perception that 
they are nothing more than a ‘disorder’. In such cases it might be helpful to keep in 
mind how much energy individuals with eating difficulties put in maintaining their 
eating patterns. If this energy is freed and re-channelled towards other routes and 
activities, they might manage to fulfil their true potentials and become the creative 
individuals they are. Our task is to ‘hold’ for these clients the hope and the optimism 
that they can take back the power they have given to food and use it in other ways.
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APPENDIX A
Diagnostic criteria for Anorexia Nervosa
A. Refusal to maintain body weight at or above a minimally normal weight for age 
and height (e.g., weight loss leading to maintenance of body weight less than 85% of 
that expected; or failure to make expected weight gain during period of growth, 
leading to body weight less than 85% of that expected).
B. Intense fear of gaining weight or becoming fat, even though underweight.
C. Disturbance in the way in which one’s body weight or shape is experienced, undue 
influence of body weight or shape on self-evaluation, or denial of the seriousness of 
the current low body weight.
D. In postmenarcheal females, amenorrhea, i.e., the absence of at least three 
consecutive menstrual cycles. (A woman is considered to have amenorrhea if her 
periods occur only following hormone, e.g., estrogen, administration.)
Specify type:
Restricting Type: during the current episode of Anorexia Nervosa, the person 
has not regularly engaged in binge-eating or purging behavior (i.e., self-induced 
vomiting or the misuse of laxatives, diuretics, or enemas) 
Binge-Eating/Purging Type: during the current episode of Anorexia Nervosa, 
the person has regularly engaged in binge-eating or purging behavior (i.e., self­
induced vomiting or the misuse of laxatives, diuretics, or enemas)
(American Psychiatric Association, 2004, p. 546-547)
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APPENDIX B
Diagnostic criteria for Bulimia Nervosa
A. Recurrent episodes of binge eating. An episode of binge eating is characterized by 
both of the following:
(1) eating, in a discrete period of time (e.g., within any 2-hour period), an amount of 
food that is definitely larger than most people would eat during a similar period of 
time and under similar circumstances
(2) a sense of lack of control over eating during the episode (e.g., a feeling that one 
cannot stop eating or control what or how much one is eating)
B. Recurrent inappropriate compensatory behavior in order to prevent weight gain, 
such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or other 
medications; fasting; or excessive exercise.
C. The binge eating and inappropriate compensatory behaviors both occur, on 
average, at least twice a week for 3 months.
D. Self-evaluation is unduly influenced by body shape and weight.
E. The disturbance does not occur exclusively during episodes of Anorexia Nervosa. 
Specify type:
Purging Type: during the current episode of Bulimia Nervosa, the person has 
regularly engaged in self-induced vomiting or the misuse of laxatives, 
diuretics, or enemas
Nonpurging Type: during the current episode of Bulimia Nervosa, the person 
has used other inappropriate compensatory behaviors, such as fasting or 
excessive exercise, but has not regularly engaged in self-induced vomiting or 
the misuse of laxatives, diuretics, or enemas
(American Psychiatric Association, 2004, p. 548-549)
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APPENDIX C
Diagnostic criteria for Eating Disorder Not Otherwise Specified (EDNOS)
Category [of] disorders of eating that do not meet the criteria for any specific eating 
disorder
A. All of the criteria for anorexia nervosa are met except that the individual has 
regular menses.
B. All of the criteria for anorexia nervosa are met except that, despite substantial 
weight loss, the individual's current weight is in the normal range.
C. All of the criteria for bulimia nervosa are met except that binge eating and 
inappropriate compensatory mechanisms occur at a frequency of less than twice a 
week or for a duration of less than 3 months.
D. The regular use of inappropriate compensatory behavior by an individual of 
normal body weight after eating small amounts of food (eg, self-induced vomiting 
after the consumption of two cookies).
E. Repeatedly chewing and spitting out, but not swallowing, large amounts of food.
F. Binge eating disorder : recurrent episodes ofbinge eating in the absence of the 
regular use of inappropriate compensatory behaviors characteristic of bulimia 
nervosa.
(American Psychiatric Association, 2004, p. 550)
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The Understanding and Use of Countertransference in 
Cognitive Behavioural Therapy
Psychotherapists have disputed the existence and nature of countertransference for 
many decades (Fauth, 2006). The concept of countertransference had been so 
entrenched in psychoanalytic theory that advocates of other paradigms either derided 
or ignored it (Gelso & Hayes, 1998). Lately, however, countertransference seems to 
attract transtheoretical attention. It has become accepted and incorporated as a concept 
into different theories and therapeutic models (Schut & Castonguay, 2001; Bochner,
2000). One of the models that adopted it is Cognitive Behavioural Therapy (CBT).
My interest in countertransference and its use stems from my clinical experience in 
the last 6 years in UK and in Greece (my country of origin). Professional and personal 
development reasons led me to familiarise myself, either through training or clinical 
practice, with different therapeutic models. But, during my different trainings in 
Greece, I never even contemplated using a term with the psychoanalytic ‘weight’ that 
countertransference has, in a setting that was not psychodynamic. So, when I came in 
the UK and noticed the term countertransference being mentioned in relation to CBT 
practice, I became rather confused. At the same time, I became intrigued by the fact 
that a concept so closely related to the traditional school of psychoanalysis could be 
used in CBT. When I started reading more about it, I became even more bewildered, 
since there appeared to be so much diversity around this topic in literature. Not many 
CBT authors or practitioners appear able to offer a clear distinction between the way 
countertransference is understood in CBT and the way it is understood in 
psychoanalysis. The distinction seems to become more apparent when it comes to 
practice and how CBT therapists use countertransference in the consulting room. In 
this essay, I will endeavour to explore the way CBT conceptualises 
countertransference. Then, I shall discuss its application to clinical practice.
Countertransference
Freud (1910) originally used the term countertransference to describe an aspect of the 
therapeutic process that he considered as highly ‘undesirable’. According to him.
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countertransference hindered the therapist’s understanding of the patient^ and harmed 
the therapeutic treatment. He defined it as the therapist’s emotional reaction to the 
patient's unconscious material and communication, known also as transference. In 
keeping with his negative view of countertransference, Freud (1910) encouraged the 
therapist to “recognise and overcome this countertransference in himself’ (p. 145) 
through personal therapy. He advocated that personal therapy could enable therapists 
fight their own internal drives and unresolved conflicts, which could collude with the 
patients' transference. As the concept of countertransference evolved, Winnicott 
(1947) developed Freud’s understanding of countertransference by implying that 
countertransferential reactions were not necessarily negative. On the contrary, he 
argued that they could become a valuable source of information about the patient's 
difficulties.
However, it was Heimann (1950) who drew parallels between the therapeutic 
relationship and other social relationships. She believed that parts of the patient’s 
personality, which cannot be easily expressed through words, find expression through 
the therapist’s feelings. This way, a certain degree of ‘normality’ and usefulness was 
attributed to countertransference and its role in the therapeutic process. In his classic 
work “Countertransference” Wolstein (1959) suggested that countertransferential 
reactions can be present and operant in all treatment situations. He pointed out the 
diversity and variety of their manifestation which differed from session to session and 
fi*om patient to patient. Racker (1968), on the other hand, in his very influential paper 
about transference and countertransference, conceptualised countertransference as "in 
great part, an emotional response to the transference, and as such can indicate to the 
analyst what occurs in the patient in his relation to the analyst" (p. 18). So, 
countertransference started being perceived as a significant source of information not 
only for patients’ emotional state, but also for the therapeutic relationship per se.
In 1988, Epstein and Feiner reviewed the role of countertransference in 
psychotherapeutic treatment. Their review highlighted the controversies that surround 
both countertransference’s definition and role in psychotherapy. Nevertheless, their
' In this section the word ‘patient’ is used to refer to clients because it is similarly addressed by the 
writers that are being mentioned.
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work also showed that psychotherapists in their majority believed that 
countertransference may have both beneficial and harmful effects on the course of 
psychotherapy; depending on the situation and the particular patient-therapist dyad. 
The harmful effects of countertransference have also been put forward by other 
authors. Sandler (1987) has remarked on the danger behind therapists’ assumption that 
their feelings are the result of a direct unconscious or mental communication between 
themselves and the patients. Spillius (1992) also talked about therapists’ potential 
difficulty to separate their own emotions from those of their patients. Moreover, Gelso 
and Hayes (2001) drew therapists’ attention to the importance of countertransference 
management.
This brief historical overview underlines the various definitions the term 
countertransference has acquired over the years and the controversy surrounding its 
use. However, in literature it is used in at least three broad ways: (a) to describe all the 
feelings that the therapist might experience toward his or her client, ranging from mild 
curiosity, annoyance or deep sympathy to feelings related to therapist’s 
misconceptions or misattributions (Greenberg, 1986; Heimann, 1950), (b) to describe 
the effect of the patient’s transference on the therapist, echoing Freud's original use of 
the term (Schafer, 1983; Hunt, 1978), and (c) to describe the therapist's transference 
toward a particular patient, which might range from romantic fantasies and sexual 
attraction to growing dislike or misattribution of others’ characteristics to the client 
(Kiesler, 1982).
Overview of CBT
CBT is an empirical approach that follows a parsimonious, step-by-step form of 
therapy. It starts from working outwards, at the level of symptoms and then moves 
inwards by working at the level of cognitions (Wills & Sanders, 1997; Beck et al., 
1985). It emphasises the existence of a sound therapeutic relationship that is based on 
therapist-client collaboration and client’s active participation (Beck, 1995). The 
collaborative nature of the therapeutic relationship in CBT is one of the reasons why it 
is traditionally perceived as a model that places secondary emphasis on the therapeutic 
relationship. CBT therapists have often been portrayed as more ‘mechanical’ and 
‘superficial’ in their interaction with clients, compared with therapists from other
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therapeutic paradigms (Keijsers et al., 2000). However, Beck, one of the main 
founders of cognitive therapy, emphasised the role of the therapeutic relationship in 
communication between therapist-client and the unfolding of the therapeutic process. 
He wrote about the therapist’s ability to provide a warm, empathie, genuine 
environment that would allow the client to engage with the therapist and the therapist 
to “begin to enter the patient’s world” (Beck et al., 1979, p. 48). Nevertheless, Beck et 
al. (1979) also specified that even though a good therapeutic relationship was 
necessary, it was not sufficient for therapeutic change.
The therapeutic relationship continued to be perceived by CBT therapists as a base on 
which the cognitive work could be enhanced and not as an end in itself until the 
middle of the 1980s, when evidence from different sources began to suggest its 
importance to the therapeutic outcome (Horvath, 1995; Wright & Davis, 1994; 
DeRubeis & Feeley, 1990; Persons & Bums, 1985). As a result, the contribution of a 
good therapeutic relationship to therapeutic change was reconsidered and the attention 
of newer CBT schools has shifted towards ways through which the therapeutic 
relationship could be actively utilised in the therapeutic process (Young, 1994; Safran 
& Segal, 1990; Beck et al., 1985). Most recently, this shift was also accompanied by 
CBT therapists’ interest in the transferential and countertransferential nature of the 
therapeutic relationship and its implication on the course of therapy.
Countertransference and CBT
A growing number of theorists and clinicians coming from different orientations point 
out that the way therapists emotionally experience their clients could be a valuable 
source of information for clients’ difficulties (Hafkenscheid, 2003). Furthermore, 
much of recent psychotherapy research shows that factors shared among different 
psychotherapeutic models, like countertransference, are generally more strongly 
linked to positive outcomes than factors that seem to be model-specific (Piper, 2004). 
However, despite the significance that psychotherapeutic literature places on 
recognising, understanding, monitoring and responding to countertransference during 
the therapeutic process, it is still one of the least researched areas of CBT. More 
specifically, traditional CBT has often been portrayed as a one-way process in the 
sense that the attention is placed on client’s ability to engage with the therapist and the
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model. The therapist’s personal dynamics are neglected and perceived as neither 
important nor relevant to the therapeutic process (Clarkson, 1995).
Nevertheless, a closer look to the CBT literature suggests that, quite often, CBT 
writers have referred to or described phenomena that resemble countertrasfential 
reactions. For example, in their book about personality disorders Beck et al. (2004) 
discuss "emotional reactions", which seem to be a similar phenomenon to 
countertransference (Gabbard, 2005). This is confirmed also by the following 
anecdote about Beck:
“Recently when 1 was involved in a book signing at the APPl booth at 
the annual American Psychiatric Association (APA) meeting—Aaron 
Beck came up to my table and had me sign a book I’d edited on 
countertransference. 1 asked him why he was buying the book, and he 
explained, ‘Well, I’m having a little trouble with countertransference in 
treating one of my patients’." (Gabbard, 2005, p. 334)
In her book about cognitive therapy, Judith S. Beck (1995) points out the importance 
of identifying the automatic thoughts therapists have between sessions and of 
monitoring any signs of discomfort. In this way they can identify a problem, appraise 
and respond to their thoughts, and problem-solve appropriately, making it easier to 
experiment and proceed.
Furthermore, in recent years a shift has occurred in CBT due to the development of 
specific treatment approaches for more chronic difficulties like personality disorders 
in general (Beck & Freeman, 1990) or more specifically for borderline personality 
disorder (Layden et al., 1993; Linehan, 1993). These approaches required a longer 
period of treatment and therefore CBT therapists were able to pay more attention to 
issues elicited by the therapeutic relationship and its countertransferential nature. 
Hence, the understanding and management of countertransference became pertinent 
(Rudd & Joiner, 1997). Particularly in the case of clients exhibiting suicidal 
behaviour, the careful and effective recognition, understanding and management of 
countertransference appeared to be of high significance (Rudd et al., 1995;
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Maltsberger & Buie, 1989). Nevertheless, a clear framework still does not seem to 
exist in CBT. The recent CBT literature highlights two trends in this area: one adopts 
psychodynamic constructs of countertransference assuming conceptual and theoretical 
equivalence (Rudd & Joiner, 1997); the other tries to translate these constructs to their 
equivalent in CBT pinpointing the difference between the way CBT therapists 
respond to countertransference (Sanders & Wills, 2005).
This paper adopts and builds upon the second conceptualisation in order to discuss the 
use of countertransference in CBT. From this point of view, countertransference 
“represents the totality of the therapist’s responses to the patient, including automatic 
thoughts, elicited beliefs or schemas, emotions, actions, intentions and so on” (Layden 
et al., 1993, p.l 17). According to Leahy (2001), the therapists, through their 
interaction with the client can develop a sense of the client’s ‘real-world’ interactions. 
At the same time, the therapist brings into the therapeutic relationship his or her own 
core beliefs together with any issues around them. This inevitably affects the patient- 
therapist interaction at different levels. Sanders and Wills (2005) suggest that 
countertransference, like most of interpersonal communication, takes place both at a 
verbal and a nonverbal level through the use of nonverbal communication as well, 
including body posture, eye contact and tone of voice. Therefore, defining what 
makes the therapist react in a specific way can be quite complicated, particularly in 
the case of nonverbal communication. But, at the same time, the bodily reactions, 
images or metaphors might help a therapist understand client’s feelings and 
experiences in a very powerful way.
The client’s behaviour may make the therapist respond in a particular manner. 
Through reflection and supervision, therapists are able to identify what is being 
elicited in them and how it might be related to their clients’ difficulties (Newman, 
2002; Wills & Sanders, 1997). At this point it is widely accepted by CBT therapists 
that both they and the clients show behaviours within the therapeutic relationship that 
may be driven by their fundamental beliefs about themselves, the others and the 
world. These beliefs are known in CBT as core beliefs and are mainly developed from 
early experiences (Scott & Dryden, 2003). So, clients’ and therapists’ behaviours in 
the therapeutic relationship are often representative of their interpersonal core beliefs.
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This offers to therapists who are sensitive and alert to their countertransference, the 
opportunity to use the relationship as a ‘corrective’ experience and tackle the 
interpersonal issues with the client in a direct way. The therapist and the client can 
work together and through conceptualisation, exploration and challenge, they can 
modify a problematic core belief that creates difficulties for the client. This mode of 
working through the countertransference, by addressing first the behaviour and then 
the core belief, can be particularly constructive for clients who do not have experience 
in resolving difficulties with others (Newman, 2002; Leahy, 2001). Therefore, the 
clients are provided with the opportunity to identify and correct their interpersonal 
drawbacks.
Thus, by acknowledging the importance of their countertransference, therapists are 
more capable to offer deeper and more meaningful, conceptual oriented therapy. 
Furthermore, therapists who are aware of their countertransference are also aware of 
how easily it can create difficulties in the therapeutic relationship if it is ignored. In 
these cases, countertransference stops being an ally and almost becomes a saboteur for 
the therapeutic process (Leahy, 2001). The therapist’s ability to observe and reflect on 
the therapeutic process, as well as his or her role in it, is very significant in order for 
him or her to comprehend and work with any difficulties in the therapeutic 
relationship.
Clinical applications
For the last 6 months I have been on placement in an Eating Disorders Service. Clients 
are generally referred to me by their General Practitioner (GP) or the Community 
Mental Health Team (CMHT). My role as a counselling psychologist in training is 
twofold. At one level, I assess their eating difficulties and help them develop 
strategies and skills that might allow them to break fi*ee from the cycle of the eating 
disorder. At another level, I try to identify and modify the underlying core beliefs and 
cognitive distortions that maintain their challenging eating behaviours. Clients with 
eating disorders are often perceived as ‘difficult’ or ‘resistant’ due to their chronic 
presentation, their compliance to therapy and the complex nature of their diagnosis 
(Steinhausen, 2002). This reputation had already triggered core beliefs and 
assumptions for me even before I started working in eating disorders. So, when the
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time came for me to arrange the first sessions with my potential clients I found that I 
became quite rigid and strict with the times and dates I was offering. I nearly refused 
to offer alternative appointments to two clients that called to inform that they could 
not make the time of the initial appointment. Through self-reflection and personal 
therapy I realised that I was entering the ‘world’ of eating disorders feeling inadequate 
and intimidated. The anxiety I was feeling probably triggered my ‘defectiveness’ and 
‘failure’ core beliefs, which made me rigid and inflexible in an attempt to control a 
situation that otherwise felt uncontrollable. Furthermore, I experienced their inability 
to attend the sessions as an attempt to manipulate or humiliate me -  behaviours that 
are often attributed to individuals with eating difficulties -  and I reacted by punishing 
them. In my first sessions with these two clients, I referred to our difficulty to find a 
convenient time for the session and I learned that both were often involved in 
situations where others refuse or fail to accommodate their needs.
One of my core beliefs as a therapist, which was activated again and again in the 
beginning of my work with eating disorders, was the one of the ‘perfectionistic’ 
therapist (Leahy, 2001). In my case it was not manifested so much through 
‘rationality’ or task-orientation as is often the case with this core belief. It was more 
about facilitating the client to constantly produce change. As a result, there were times 
where I became too demanding with my clients. I still vividly remember a session 
during which I repeatedly tried to persuade one of my clients with bulimia to 
introduce more structure in her eating patterns. I asked her to start eating at specific 
times during the day and at shorter intervals. When she refused to do so because, as 
she told me, she did not want to gain weight, I tried to ‘persuade’ her that this was 
unlikely to happen by using all the textbook arguments I could remember. She was 
still not convinced and I continued trying to ‘make her understand’. It took me nearly 
half of the session to realise that we were caught in an unhelpful ‘dance’ that did not 
lead anywhere. I took a step backwards and offered her an alternative that felt more 
manageable and which she was happier to try. In our next session, we had the chance 
to return to this incident and discuss it. The client was able to articulate her frustration 
and sense that in the previous session I had not listened or understood her. It felt that I 
expected her to just get on with things that she found extremely difficult in the same
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way her parents expected her to overcome her eating difficulties and get on with her 
life.
Some of my clients, particularly the ones that are diagnosed with anorexia nervosa, 
show also some narcissistic features. Although initially appearing rather ‘shy’ with 
regards to the things they reveal, as time goes by, these clients become more explicit 
about how they exploit and manipulate others, their lack of empathy and their sense of 
being entitled to special treatment due to their ‘superiority’. So, during sessions I often 
find myself struggling to contain my anger, fi*ustration or even disgust. I can still 
recall my struggle to manage my frustration after one of my clients revealed to me that 
she becomes very “stroppy” with her two young daughters every time they refuse to 
go to bed on time because it is as they “deprive” her from her “binge time”. The same 
client continued by explaining to me how her husband is “trained” to call her one hour 
before he returns home in order to allow her enough time to finish with her binge and 
purge. However, after a while I managed to regain my reflective ability and realise 
that I was being judgemental repeating a rather familiar pattern of her relationship 
with her mother. I searched for the reasons behind these behaviours and re-connected 
with her despair and loneliness, which the eating disorder tries to cover.
In working with intense ‘negative’ feelings that could have serious implications for 
the rapport and therapeutic process, I have found the help of supervision invaluable. It 
has helped me ground myself, direct my self-reflection and utilise my feelings to 
understand my client better. Furthermore, it has enabled me to develop an internal 
supervisor who helps me identify the underlying beliefs that force my clients to 
behave in specific ways.
Conclusion
During the last decade, countertransference has managed to disentangle itself from the 
psychoanalytic ties and become a transtheoretical concept. Its transtheoretical 
character is of particular interest to therapists that work towards integrating 
understandings and techniques from different therapeutic models, as counselling 
psychologists do. It can introduce them to concepts that are shared among different 
therapeutic models and help them become more critical about model differences;
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especially since the way that different therapeutic models define and use the concept 
of countertransference is not always clear. Many times while reading CBT authors’ 
conceptualisations of countertransference, the reader might become confused and 
unable to distinguish between the way CBT and psychodynamic therapy conceptualise 
countertransference. It seems almost as if they describe the same concept with 
different words or terms. The distinction tends to become more pronounced when it 
comes to the way therapists from the two paradigms employ countertransference in 
practice. In the case of CBT, therapists do not necessarily act upon it, unless it 
becomes an obstacle in therapy, while in psychodynamic therapy interpreting and 
being tuned to the countertransference is, most of the time, a fundamental part of the 
therapeutic process. Nevertheless, contemporary CBT therapists, in their majority, 
view countertransference as a valuable tool that helps practitioners to gain deeper 
understanding of their clients, the therapeutic process and themselves. Therapists are 
encouraged to use the feelings that the client triggers in them to extract important 
information for the client’s conceptualisation. Furthermore, it is suggested that their 
countertransferential reactions in return can be utilised to enhance their understanding 
of the way people outside the therapeutic room experience the client. In this context, 
therapeutic change can be further facilitated.
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THERAPEUTIC PRACTICE DOSSIER
50
Introduction to the Therapeutic Practice Dossier
The therapeutic practice dossier includes brief descriptions of the three, one-year long, 
placements that I undertook throughout the three years of my training. It also includes 
my final clinical paper, which offers an account of my personal and professional 
journey as a counselling psychologist until now.
It is important at this point to remind the reader that, in order to protect clients’ 
confidentiality, details of all individual clients mentioned in my work have been 
altered and every client has been given a pseudonym. Details about placements’ 
locations and placement supervisors have also been excluded.
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DESCRIPTION OF CLINICAL PLACEMENTS 
First year placement (January 2006 -  August 2006)
My first year placement was at the Primary Care Counselling Service of a large 
Mental Health NHS Trust in an ethnically diverse part of London. It received referrals 
from General Practitioners and Community Mental Health Teams of adult clients 
with: anxiety, depression, panic attacks, low self-esteem, anger, self-harm, traumatic 
life experiences, phobias and relationship issues. After the half of my placement the 
Service underwent a major reorganisation. This involved changed of the Primary Care 
Service to Integrated Psychological Therapies Service. Despite these changes I 
continued to see clients who had been on the primary care waiting list.
The Service was managed by a counselling psychologist and consisted of a range of 
counselling psychologists, counsellors and psychotherapists. There were also four 
counselling psychology trainees, within the Service. A range of therapeutic modalities 
were offered by practitioners including psychodynamic, cognitive behavioural, 
existential and integrative therapy. As part of this placement, I had the opportunity to 
participate in some of the monthly primary care team meetings and general meetings 
in which both primary and secondary care therapists were involved.
The Service offered short term therapy of 8-12 sessions, although there was some 
flexibility depending on the client’s need. In particular, I was able to continue with 
some clients for up to 16 sessions. The client group I saw was quite diverse in terms of 
age, gender and ethnicity. My responsibilities included the completion of assessments 
and the delivery of psychological therapy to individual clients from the point of 
assessment to closure. The counselling psychologist who was also the head of the 
Service provided me with weekly supervision sessions informed by the person-centred 
approach. As with all my placements, client studies, process reports and log books 
were completed in accordance with the course requirements.
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Second year placement (September 2006 -  August 2007)
My second year placement was at the Psychotherapy Department of a General 
Hospital in the South East of England. The Department provided secondary care 
services offering long-term psychodynamic psychotherapy of 12-24 months to 
individuals. It consisted of a consultant psychiatrist specialised in psychotherapy and 
two adult psychotherapists. Referrals were received from General Practitioners (GPs) 
and Community Mental Health Teams (CMHTs) for clients with a range of difficulties 
and diagnoses including personality disorders, depression, sexual abuse, traumatic life 
experiences and relationship issues.
A Family Therapy Clinic was also based in the Department that was held once per 
week. It consisted of four family therapists with background in psychiatry, psychology 
and psychotherapy. The Clinic offered systemic therapy to couples and families where 
one or more adult members were having emotional or psychological problems. A wide 
range of difficulties was treated, including problems with relationships between 
different family members, bereavement issues, and difficulties that arise from having 
a mental illness in the family.
My responsibilities included the delivery of psychodynamic therapy to individual 
clients and the participation in the Family Therapy team. More specifically, my role in 
the Clinic involved both my participation in the reflecting team and the opportunity to 
work with families as ‘the therapist in front of the mirror’. I received both individual 
and group supervision on a weekly basis. The individual supervision was provided 
from an adult psychotherapist who worked from an eclectic psychodynamic stance. In 
addition, I attended together with a doctor specialising in psychiatry group supervision 
offered by the consultant psychiatrist whose practice was mainly influenced by the 
school of Objects Relations. As a member of the family therapy team I received 
supervision and feedback for my client work from all the members of the team.
Finally, part of my responsibilities was the occasional attendance of the weekly 
clinical meetings, the monthly clinical governance meetings and the monthly seminars 
where clinical presentations and discussions were taking place.
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Third year placement (September 2007 -  August 2008)
For my last year placement I was based at the Eating Disorders Service of a Hospital 
in the South East of England. Referrals of adult clients with eating difficulties (e.g. 
anorexia nervosa, bulimia nervosa, binge eating disorder) were accepted from General 
Practitioners (GPs) and Community Mental Health Teams (CMHTs). The Service 
consisted of a consultant psychiatrist, a locum staff grade psychiatrist, a consultant 
and a chartered clinical psychologist, two counsellors and a dietician. One of the 
counsellors was also acting as the Service’s manager. All the members of the 
multidisciplinary team were attending weekly clinical meetings to discuss new 
referrals and report on the progress of the ongoing clients. Clients were offered 
individual therapy or some type of group interventions (e.g. psycho-educational, 
CBT).
My responsibilities included the completion of assessments, the delivery of individual 
CBT therapy and the co-facilitation of groups. More specifically, I co-facilitated a 
CBT group with the chartered clinical psychologist, who was also one of my two 
supervisors, and a lunch group for chronic anorexics with the dietician. I received 
weekly individual supervision by two supervisors. The one was the consultant clinical 
psychologists of the Service and was working in a pure CBT way. The other was the 
chartered clinical psychologist who was mainly using the ‘transdiagnostic’ CBT 
model, but also integrated in her practice other CBT schools (e.g. schema therapy, 
dialectical behavioural therapy) depending on the client’s needs. As part of my 
placement, I also attended some of the weekly clinical meetings, monthly reflecting 
groups, and monthly academic meetings. Furthermore, I had the opportunity to do an 
academic presentation in one of the academic meetings on the use of 
countertransference in working with eating disorder clients.
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FINAL CLINICAL PAPER 
From fragmentation to integration: My venture in the sea of Counselling
Psychology
If you travel at night on the deck of a ship in the Aegean Sea during the summer 
months, you will probably find yourself savouring a quite unique experience. The 
darkness does not allow you to have a clear idea of the scenery around you or a sense 
of the direction of the ship. Although there is a certain excitement and anticipation of 
the destination, there are also moments of uncertainty, impatience and frustration. As 
the ship penetrates the darkness, the summer breeze might bring voices and music 
from the near islands making the whole experience confusing and a bit ‘unreal’. From 
time to time a light might appear momentarily at the end of the horizon making you 
believe that the destination is near, while in reality, it is not. So, the journey continues, 
together with your parallel journey through different emotions. At some point, 
something changes in the atmosphere and when you look up, you see at a distance 
something that seems like your destination. Maybe in the beginning you are not so 
sure, but gradually the sense that this trip is coming to an end takes over. You find 
yourself standing on the deck with your luggage, looking at the lights and the sounds 
in front of you with a mixture of enthusiasm and fear. It is time to disembark! !
This is more or less where I feel that I am now, after three years of travelling in the 
sea of Counselling Psychology. The journey offered me a lot of excitement and 
fiilfilment, but it also had its fair share of difficulties and frustration. There were times 
when I felt uncertain of where I was going and confused from the sounds and music 
coming from the ‘near islands’. There were other times when my impatience was 
taking over, making me think that the end of my journey was much closer than it was; 
especially when I was entering the harbour of a new, exciting therapeutic model that 
seemed to resonate in me. There were also times when events related to my personal 
life came in, changing the trip and my view of the scenery in a rather decisive way. 
While I am writing this paper, I find myself standing on the deck, nearly ready to 
disembark. I am surrounded by luggage full of theories, skills, techniques and new 
ways of thinking. There is part of me that finds it difficult to believe that this part of 
the trip is coming to an end. I am aware, that alongside the anticipation of the ‘new
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world’ that unfolds in front of me, lays some apprehension and reluctance. It will not 
be easy to leave what now feels familiar and has become ‘my world’ for three years.
Through this paper I am going to revisit with you, the reader, my journey and also 
attempt to encapsulate its defining points and experiences. In a sense, I will open my 
‘luggage’ and take out what I stored during these last three years and what I had 
owned before the course begun. I will try to reflect on it under the light of the place in 
time that I am now in terms of my personal and professional development; hoping to 
put it back in a more organised way, allowing space for anything new that the future 
will bring. It is important to point out that due to limitations imposed I will not be able 
to offer a full account of my journey but a flavour of it.
The ‘existing’ puzzle
I will start my account by offering some background information about where I was 
when my journey began and what it meant to me. After I finished my first degree in 
psychology, which took place in Greece and was very much focused on theoretical 
knowledge, I spent some years gathering clinical experience. This helped me to decide 
in which area of psychology I wanted to continue my studies. I worked with children 
suffering from cancer and their carers, mental health patients and children having mild 
learning disabilities. Furthermore, I worked for two years as a research assistant in a 
program researching ‘quality of life’, which opened the door for me to the fascinating 
world of research.
Treating children suffering from cancer had a fundamental impact on my identity as a 
psychologist and a person. I found myself rather ill-equipped to deal with the demands 
of this population and their carers. I also felt fiightened and overwhelmed by the 
material that was surfacing in me. It seemed unreasonable and unjust seeing children 
facing death at such a young age. It intensified my own fears of dying and made me 
wonder about my mortality. I moved forward by learning how to use supervision and 
my colleagues’ support. My work with mental health patients, mainly psychotics, and 
patients with learning disabilities proved to be equally challenging. I approached these 
two populations with apprehension and reluctance since in Greece they are perceived 
by many as ‘untreatable’, ‘hopeless’ and even dangerous. I was very lucky because in 
both situations, I had supervisors who had disengaged themselves from the medical
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model. They helped me to adopt a ‘fresh’ approach that focused on the individual 
rather than the symptoms and offered me a very rewarding experience. In addition, 
through my work with psychotics, which took place mainly in groups, I developed a 
great interest in therapeutic groups and undertook further training in this area.
During these years, the desire to further continue my studies never abandoned me. On 
the contrary, my experiences made me even more certain that I needed fiirther 
training. However, the task of finding a postgraduate course that could broaden my 
horizons to different therapeutic models, not only in theory but also in practice, and at 
the same time help me to develop my research skills, seemed to be a particularly 
difficult one. Until one day I came across an advert for the Surrey course in 
Psychotherapeutic and Counselling Psychology, which seemed to tick all the right 
boxes. My acceptance on this course signified the beginning of a new chapter both in 
my professional and personal life. I had to leave my country behind, my language, my 
life, everything that was familiar to me and start from the beginning. Since I always 
felt intimidated by the unknown, this process felt particularly difficult. I had already 
put together the pieces of my life puzzle and I was fairly satisfied by the outcome. 
Although at a rational level I knew that some pieces needed replacement, at an 
emotional level there were times that this felt overwhelming. So, this is how the 
beginning of my journey found me: struggling between my desire and my sadness.
Taking the puzzle apart
Leaving the land behind and embarking on the ship was not easy. The first year of the 
course we were introduced to the humanistic/person-centred way of practicing, which 
was something totally new to me. Even though I had started my journey determined to 
experiment and be open to different ways of thinking, very soon I realised that it was 
not so easy. Most of my supervisors until then were practicing using the 
psychodynamic/psychoanalytic paradigm and this had already shaped my identity as a 
practitioner. So, I often found it difficult not to offer interpretations. At the same time, 
finding my way in a culture that I was not familiar with and using a language that was 
not really ‘mine’ made me very anxious. Having experience of offering and receiving 
therapy in my native language made me doubt my ability to do the same in a different 
language. In order to overcome my anxiety, I did a lot of reading about language’s
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impact on psychotherapy and I felt so fascinated by the available literature that this 
topic became my main research interest for the next three years.
My first year’s placement was within an NHS Primary Care Service that was located 
in South London. It gave me the opportunity to work with a variety of difficulties and 
a wide range of clients in terms of age, social status and ethnic background. From 
every aspect it was a very rich experience. However, as I started seeing clients I 
noticed that I found it challenging to practice within the person-centred context which 
wants the therapist “to be open, attentive, receptive, without assumption, as she greets 
her new client for the first time and the door of the counselling room closes behind 
them” (Meams & Thome, 1999, p. 111). Living with the uncertainty proved to be 
difficult for me and I think that the best way to illustrate that is by giving an example 
from my practice. For confidentiality purposes, all names and identifying information 
of clients described in this paper have been altered.
Ms H  was referred to the service due to long-standing feelings o f depression. During 
the previous four months, she had experienced three significant losses: her father’s 
death and two miscarriages. So, I  immediately assumed that her depression was 
somehow related to her losses and this was what we should tackle in therapy. I  started 
reading the relevant literature andfamiliarised myself with the work o f the major 
bereavement theorists (e.g. Tschudin, 1997; Worden, 1988; Kubler-Ross, 1970). 
However, when I  asked what brought her to therapy she referred to her depression, 
which she traced back to her childhood, and did not mention anything about her 
losses. This did not discourage me from bringing them up in our sessions trying to link 
them with her feelings o f low mood. I  kept trying even though she did not seem to take 
my links on board. Supervision made me understand that I  had not listen to what she 
was really saying. Although it would be evidence o f ethical practice to bear in mind 
her losses, insisting to refer to them without her ‘consent ’ could become problematic.
I  was imposing my frame o f reference and interpretation o f what might have been the 
source o f her discomfort. This realisation made me reflect on the way I  was in the 
therapeutic room and think about the way I  wanted to be. Also, personal therapy 
helped me realise how my difficulty to stay with the uncertainty in the therapeutic 
room was mirroring my struggle with uncertainty in other areas o f  my life. I, also, 
realised that at that point in my personal and professional development it would have
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been more beneficial to take apart the already existing puzzle and rearrange it. As a 
result, in our sessions with Ms H, I  started making more effort to apply Rogers ’
(1957) core conditions and listen as fully as possible. This allowed us to develop a 
therapeutic relationship based on trust and mutuality that freed her natural healing 
process and potential for growth (Harris, 2004; Mearns & Thorne, 1999). She felt 
safe enough to explore issues like her negative self-image and relationship with 
others. Her losses eventually found their way into the therapeutic room, too; 
especially after she learned that she was pregnant again. In our last session, while 
reviewing her progress, Ms H  mentioned that she felt much more accepting o f herself 
and able to be happy.
Towards the end of the first year some news related to my family came to take apart 
the puzzle once more. My maternal aunt, who had practically been a second mother to 
me, was diagnosed with cancer. It took me a while to process it and connect with what 
it meant. When I did, I felt vulnerable and confused. I started questioning my beliefs 
and my priorities, which had inevitably an impact on my course work. The support of 
others, especially my supervisors and my personal therapist helped me to find my way 
around this reef. It was not easy and I feel that it had a significant effect on my 
personal and professional development. Having a very knowledgeable and supportive 
clinical supervisor, I was able to use this experience to meet my clients at a deeper 
relational level (Meams, 2003). I became more humane and authentic with them, 
starting to really value the ‘uniqueness’ of the 50 minutes we spent together.
However, my preoccupation with my personal issues prevented me from thinking a lot 
about them outside the session and this made me feel very guilty. Supervision and 
personal therapy helped me realise that, for someone like me who is very cerebral and 
utilises theoretical knowledge to understand others, this had its benefits. Using 
Spinelli’s (1996) words I started “stressing more the ‘being’ element” of the 
therapeutic relationship setting the scenery for a more ‘personal’, intuitive 
communication. At the same time, due to my personal circumstances, I started being 
more vigilant of my empathie responses to my clients; especially the ones that were 
experiencing different types of losses. I was regularly bringing these responses to 
supervision trying to understand to what extent they originated from my clients’
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thoughts and feelings or mine. Therefore, I believe that this process helped me to 
become more congruent and ethical in my interaction with clients.
Gathering the pieces of my new puzzle
The beginning of the second year found me feeling more settled and confident. I had 
the sense that I was finally standing on ‘solid ground’ and I could start putting my new 
puzzle together. I was also looking forward to revisit the rather familiar territory of 
psychodynamic psychotherapy with my ‘new eyes’. Furthermore, after a lot of 
thinking, I decided to change to a psychodynamic/psychoanalytic psychotherapist.
The humanistic therapist I had until then had offered me great support and 
containment, but at that point I felt that I needed someone that was more challenging.
My placement took place in the Psychotherapy Department of an NHS General 
Hospital offering Secondary Care Services. My role there was twofold: I was offering 
individual psychodynamic psychotherapy, having two supervisors, and I was also 
participating in a Family Therapy reflective team that practiced under a systemic 
paradigm. I found the experience of the second year particularly stimulating and 
enjoyable. The psychodynamic theories, especially the ones put forward by the object- 
relations school (Meissner, 1996; Kohut, 1977; Guntrip, 1971; Bion, 1962; Winnicott, 
1965; Fairbaim, 1963; Klein, 1959), resonated a lot with my own understanding of 
self and others. I appreciated their focus on individuals’ relational experiences, 
without negating the significance of intra-psychic conflicts. I felt fascinated by Klein’s 
(1932) writings on the ‘paranoid-schizoid’ and ‘depressive’ positions. The concepts of 
‘splitting’ (in ‘good’ and ‘bad’ objects) and ‘projective identification’ offered me 
great help in my attempt to understand my clients’ internal world and behaviour. 
Winnicott’s (1958) idea of the ‘good enough’ mother became a reassuring yardstick 
both in my work and my life, while his theory around the development of the 
‘true/false’ self came to add to my conceptualisations. Bowlby (1988) with his 
attachment theory was another author that ‘held my hand’ and led the way in the 
labyrinths of my clients’ internal worlds.
My two supervisors provided me with a safe framework in which I felt ‘modelled’, 
and concurrently allowed to experiment and discover my own way of being with 
clients. Both of them practiced in a rather eclectic way, within a broad object-relations
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context, and encouraged me to be alert to the processes within the therapeutic 
relationship. I became mindful of clients’ unconscious communication (Bateman, 
Brown & Pedder, 2000); particularly their transference reactions and my 
countertransference responses. I based many of my interpretations on the ‘Triangle of 
Persons’ (Malan, 1999) and used my countertransference as a source of information 
for my clients’ experience. However, trying to make sense of my countertransference 
reactions was not always an easy endeavour. Many times my clients’ communication 
was becoming entangled with my own ‘material’ and fears. At these times the 
validating and safe environment of supervision and personal therapy allowed me to 
dive in stormy waters and find my way back to the ship. A good example of such an 
experience is my work with Mr A.
Mr A was referred for increased anxiety and relational difficulties. He experienced 
symptoms o f anxiety and panic whenever he was faced with external intrusions such 
as noise coming from his neighbours. In addition, he found it difficult committing to 
his relationships with women. O f great significance in his life history and development 
appeared to be the fact that, when he was 8 years old, his mother left the family home 
to live with another man. Although she returned a week later, it seems that the 
narcissistic injury inflicted by the abandonment was pivotal. He found it very difficult 
to trust and relate to women, which as we anticipated with my supervisor could create 
difficulties for the therapeutic relationship. At the beginning o f our work with Mr A, 
we spend a lot o f time talking and brainstorming about his anxiety, trying to make 
sense o f it. As time passed by, he seemed less preoccupied with external intrusions and 
our sessions focused more on his relationships. It was then that I  noticed a change in 
his behaviour. He started being cautious o f the way he presented himself and his 
relationships with women. In one o f our sessions he talked about thinking a lot about 
me and having some feelings that he could not understand. His revelation put me in a 
very uncomfortable position. I  startedfeeling guilty and wondered i f  something in my 
behaviour had triggered his feelings; especially since Mr A was a very attractive man 
and it would have been dishonest to say that I  did not feel flattered by his interest. At 
the beginning Ife lt reluctant to bring this issue to supervision. I  tried to make sense o f  
it by discussing it in personal therapy, which offered me the space to reflect both on 
my difficulty and ethical obligation towards my client. I  brought it to supervision and
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my supervisor’s calm and accepting response helped me regain my learning potential 
in the transference. It enabled me to make use o f the insight Mr A ’s erotic 
transference and my countertransference offered us to the way he related to women. 
My attempt to offer a therapeutic, ethical and respectful experience to him was greatly 
assisted by the relevant psychoanalytic literature (e.g. Mann, 1997; Schaverien, 1996; 
May, 1986; Blum, 1973). My work with Mr A was complex and many times felt 
overwhelming. However, I  believe that in the long term the therapeutic relationship 
offered him a ‘corrective emotional experience’ (Alexander and French, 1946) by 
allowing him to develop a trusting relationship with a woman.
My role as member of the Family Therapy team was another unique learning 
experience that the second year offered to me. The systemic therapists of the team 
were working from a social constructionist perspective. Their systemic way followed 
them outside the therapeutic room. So, even drinking coffee with them during the 
breaks between seeing families and listening to their discussions about everyday 
matters was a systemic experience. My work as a member of the team influenced my 
practice and my world view a lot. I became more flexible in my clients’ 
conceptualisation, taking also into consideration their role as part of families, social 
groups, ethnic groups and cultures. I started being ‘curious’ and using ‘working 
hypotheses’ that needed to be tested. The team encouraged the expression of different 
ideas and opinions about the families we were seeing. They particularly valued the 
ideas that were coming from different paradigms, which at the beginning caused me 
some difficulty. Initially, my inclination as a trainee was to stand back, observe and 
leam to ‘be’ systemic from the most experienced members of the team. Instead they 
were asking me to make use of my identity not only as a counselling psychologist in 
training, but also as a single Greek woman. This process, even though it finstrated me 
at first, helped me to become aware of the different factors that shape my ‘being’ and 
influence my interaction with clients. In addition, it laid the foundations of my ability 
to integrate and look through other professionals’ eyes.
Starting to put the pieces together
My third year placement was in an NHS Eating Disorder Service. My desire for the 
final year of my studies was to work in a specialist service, which would complete my
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understanding of the three levels of care in the NHS. This year I had to practice under 
a Cognitive Behavioural paradigm and although I had some prior experience, I did not 
really look forward to it. My previous year’s experience was so rewarding that it felt 
like I had already reached my final destination. However, the prospect of having again 
two supervisors was very appealing to me knowing the richness it could bring to my 
practice. I was also offered the opportunity to co-facilitate groups, which due to my 
previous training, made me very happy. Furthermore, it was the first time I had the 
opportunity to be part of a multi-disciplinary team and collaborate with other 
professionals.
Although both of my supervisors were practicing within a CBT paradigm, the one 
seemed to adopt a more purist approach, while the other was more eclectic.
Depending on the client’s needs, she integrated the more traditional CBT model 
(Beck, 1976) with the ‘transdiagnostic’ model (Fairbum et al., 2003), Schema 
Therapy (Young, 1994), Dialectical Behavioural Therapy (Linehan, 1993) and 
Mindfulness (Kabat-Zinn, 1994). The difference in the way my supervisors practiced 
seemed to collude with my resistance towards the model. CBT is, at this point, the 
model that the NICE guidelines (National Institute for Clinical Excellence, 2004) 
propose as the best treatment for the whole range of eating disorders; even though 
evidence-based practice suggests that its efficiency is limited to bulimia nervosa and 
binge eating disorder (Fairbum & Harrison, 2003). So at a cognitive level, 1 was able 
to comprehend the benefits of applying it. Nevertheless, 1 felt confused and unable to 
put into practice the theoretical knowledge 1 had gained fi*om my readings. 1 realised 
that 1 was conceptualising clients’ difficulties and 1 had the urge to work with them in 
a way that was not in agreement with the CBT principles. 1 even experienced feelings 
of envy towards the counsellors of the team that were able to work in a more eclectic 
way.
During the first months of my placement, 1 also experienced a bereavement, which 
placed me once more in a very vulnerable position. My beloved aunt died after 
fighting cancer for 19 months. As a result, my reluctance to start experimenting with 
new ways of ‘being’ in the therapeutic room became amplified. Nevertheless, 
supervision came again to offer me a helping hand. My supervisor sensed my 
difficulty and invited me to explore my concerns and hesitations. 1 was able to
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articulate and reflect on my resistance. I realised that it was entwined with a sense of 
being deskilled, which felt quite frightening given the point of my training. This 
realisation liberated me and motivated me to start using the CBT tools that my 
‘toolbox’ contained. Finding my own way in the land of CBT was and still is a big 
challenge. I continue striving for a balance between being too structured or totally 
unstructured; either too focused on the ‘doing’ or the ‘being’ aspects of the therapeutic 
relationship. I suppose this striving also reflects my own cognitive distortion of black 
and white thinking. However, I feel comfortable with the way I practice and I do not 
experience any internal dissonance. Maybe because, at this point, I am truly convinced 
that in my interaction with clients, no matter which therapeutic model I use, the 
therapeutic relationship is always there to hold and guide us. The best way to show my 
understanding of this is by presenting my work with Ms N.
Ms N  was referred to the Service due to her long-standing erratic eating patterns and 
multi-impulsive behaviours. When we started working together she had a bulimic 
presentation that involved daily episodes o f bingeing and purging. Her Body Mass 
Index (BMI) was 27 placing her in the overweight band and she reported feeling 
“disgusted about her fa t body”. In addition, she felt that other people; especially thin 
people looked down at her due to her appearance. I  discussed her in supervision and 
started using the ‘transdiagnostic ’ CBT model in our work. Her progress was slow 
and difficult. She found the ‘battle ’ with the eating disorder overwhelming and was 
open about it. After a while, I  started noticing that all my attempts to offer her support 
or empathy had the same outcome. She would either dismiss them or smile in a rather 
ironic way. I  tried to explore what this meant for her, but I  was not successful. During 
one o f our sessions, we started talking about a group experience she had had in the 
past. She told me that many o f the participants were anorexics andfound it very 
difficult to be around them. They tried to reassure her that they could understand what 
she was going through, which made her want to shout: “You don’t! You have the right 
eating disorder and you are thin, while I  am fa t”. Her description and the emotional 
load it carried made me realise what had been happening in our relationship which I  
had not be able to identify. In her eyes I  was the thin therapist that possibly looked 
down at her and could not understand her. This realisation encouraged me to explore 
how it felt fo r her to have therapy with a thin woman and the implications it hadfor
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the therapeutic relationship. We challenged her belief that I  was looking down at her 
because she was not thin and linked our findings ’ to her relationships outside the 
therapeutic room. As a result, the therapeutic relationship became the vehicle that 
helped Ms N  to look at some o f her difficulties in a different light.
Finishing the puzzle: A work in progress
At this point it would be presumptuous to suggest that I have managed to put together 
all the pieces I have gathered during the last 3 years or that I have sorted out 
completely the content of my luggage. However, I am able to say with certainty that 
the destination of my journey has not deceived me. I feel in harmony with the 
different aspects of my profession, which I believe are described best by Clarkson’s 
(1998) definition:
“I think of the discipline of counselling psychology as the professional application 
of the integration of psychological research and supervised practice in the 
amelioration of distress and the improvement of quality of life for individuals, 
groups, families and organisations within the relevant historical and cultural 
contexts” (p. xv)
In terms of how 7 am as a counselling psychologist, at this place in time, I would say 
that I am influenced by different theories, models and experiences. On the continuum 
of integration, I would place myself somewhere between ‘technical eclecticism’ and 
‘common factors’ integration (Hollanders, 2002; Castonguay & Goldfried, 1994). I 
am aware that I practice in a predominantly psychodynamic way, which is however 
fuelled by my profound respect for individuals’ phenomenology and inherent aptitude 
for change. My conceptualisation of clients is influenced, as well, by my systemic 
experience and group training. I would not say that I am able to work using different 
CBT protocols, because my experience of CBT is limited to a specific population. 
Nevertheless, my CBT practice has helped me to clarify my understanding of 
integration and ethical practice. In relation to the latter, I would not choose to work 
with a client with eating difficulties in a pure psychodynamic way even if I could. 
Most of the time, the eating difficulty is there to distract these clients from very 
intense emotional pain. It would be unethical to open the Pandora’s Box without first 
providing them with some practical skills to cope with the distress.
65
However, what makes me identify myself as a counselling psychologist first and 
foremost is the predominant role that the therapeutic relationship embodies in the way 
I practice. (Strawbridge & Woolfe, 2003). I consider it as my most valuable 
therapeutic tool since it offers me insight into the client’s world and, at the same time, 
creates a ‘holding’ environment (Winnicott, 1958) for both of us. This way of working 
I believe that indicates also my ability to work from an evidence base perspective. It 
appears to be in agreement with the relevant research that indicates the significance 
that the therapeutic relationship has on treatment effectiveness (Martin, Garske & 
Davis, 2000) and positive outcome (Horvath & Bedi, 2002).
Two additional points come to mind when I think about my identity as a counselling 
psychologist. The first one is about my commitment to the reflective practitioner 
model (Schon, 1983). I believe that the importance I place on self-reflection, personal 
awareness and supervision is quite evident throughout this paper. It is a commitment 
that dates back to my first years of practicing in Greece and continues to underpin my 
work. I am still in personal therapy and seek my supervisors’ guidance and feedback. 
However, at this point, I feel increasingly more and more able to trust my ‘internal 
supervisor’ (Casement, 1992). The second point refers to my reliance on research in 
order to practice ethically and effectively. I feel obliged to be aware of the relevant 
literature in relation to my clients’ presentations, as well as being constantly updated 
on the latest research developments. Nevertheless, I try to approach research findings 
with a critical eye before I incorporate them in my work. Moreover, the course of my 
professional development illustrates my long-standing interest in producing my own 
research in order to enrich my work and contribute in evidence-based practice. The 
way I work with clients has been affected in a profound way by the findings of my 
latest research endeavour about language’s role in therapy (Lorentzatou, 2007). They 
have made me appreciate the need to check with clients how it feels to be in therapy 
with a therapist who comes from a different ethnic and linguistic background.
In closing, I must note that, as I mentioned in the beginning, this paper does not 
attempt to offer a complete account of my journey. It would not be a realistic goal 
since it has been a journey that changed me in more ways than one both at a 
professional and a personal level. I tried to offer to you, the reader, a sense of how I
6 6
understand my self and others through the lens of counselling psychology at this point 
of my personal and professional development. My puzzle still has parts that are far 
from being completed, which is in total agreement with the way I perceive my 
developmental journey. As Bion (1975) suggests the endeavour o f ‘becoming’ a 
therapist is ongoing and never ending. Therefore, I anticipate that as I continue to 
develop and revisit my past experiences, I will continue to rearrange my puzzle in 
order to fit new pieces and find the best position for the old ones.
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Introduction to the Research Dossier
This dossier includes a literature review and two qualitative studies, which were 
conducted during my training. The literature review explores the literature on the use 
of a non-native language in the therapeutic room and its implication for the 
therapeutic practice. The first qualitative research study explores 8 White British 
therapists’ experience of offering personal therapy in English to White non-native 
English speaking clients, whose English is fluent. The third paper presents a 
qualitative study investigating 14 White clients’ experience of receiving personal 
therapy in English, which is not their native language even though their command of it 
is good.
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The Role of Language in Psychological Therapy with Linguistically 
Diverse Clients: A Critical Review of the Relevant Literature
Author: Dimitra Alexandra Lorentzatou 
University of Surrey
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Abstract
Although the importance of the role of language in personal therapy is undeniable, the 
existing empirical research seems to be rather limited; particularly in relation to the 
use of a language other than the client’s native in the consulting room. Thus, this 
paper reviews the existing literature on offering psychotherapy in a language that is 
not the client’s native language and its implications for the course and outcome of 
therapy. The review suggests that literature is quite inconclusive in relation to the 
impact of linguistic diversity on therapy. Nevertheless, there seems to be a trend in 
favour of linguistic similarity and matching between client and therapist, implying that 
the linguistic diversity can create difficulties in the consulting room. The paper goes 
on to draw from different areas and domains in order to suggest some hypotheses 
about what causes these difficulties. Finally, it puts forward ways that can help 
therapists to work more effectively with clients from different linguistic backgrounds.
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The Role of Language in Psychological Therapy with Linguistically Diverse 
Clients: A Critical Review of the Relevant Literature
I'm there where
it’s talking
Where that speaks I
am in that talking place
Where
that says
my being is
Where
my being there 
is speaking 
I  am
Ursula K. Le Guin (1989)
Words and in general the art of language for many people consist of a powerfiil and 
unique way of being in the world. Language encodes a host of different cultural 
assumptions conveying traditions, myths and knowledge, which represent a whole 
way of looking at, creating and understanding the world (Connolly, 2002). It functions 
as a central indicator of human identity and ethnicity (Verkuyten, 2005).
According to Clarkson (1995), counselling psychology and psychotherapy have been 
increasingly accused of being detached from the real world of the people asking for 
help. Therefore, it has become essential for the profession to address the economic 
and political developments that take place around the world, in order to accommodate 
the changing needs of different client groups. The practice tries to move towards the 
direction of greater accountability, flexibility and responsiveness to the changing 
cultural context of current societies. Furthermore, there is also a growing need for 
counselling approaches that, apart from therapeutic, are also preventive, reflective and 
flexible when it comes to working with the unfamiliar and the demands and pressures 
of modem societies. Therefore, it should not come as a surprise that the profession of 
counselling psychology has fumed its attention towards effectively treating clients 
coming from diverse linguistic and cultural backgrounds.
One of the questions that counselling psychologists and psychotherapists have tried to 
answer for many years in their attempt to offer appropriate interventions to diverse 
client groups is whether personal therapy can take place in a language different from
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the client’s native one, even when the client’s command of the foreign language is 
adequate. Taking into account that psychotherapy can be a very hard and challenging 
process even in one’s native language, it is understandable that some practitioners 
suggest that it can be even more challenging in a foreign one. As a result, language 
might be an obstacle inhibiting clients from communicating their real feelings in the 
consulting room and therapists from empathizing with and understanding them.
Thus, language has a very important role in psychotherapy; indeed also called the 
‘talking cure’. Clearly, therapy is a process based on effective communication, as well 
as active interpersonal sharing between the therapist and the client. In therapeutic 
contexts, progress has been related to the client’s ability to express his or her emotions 
and to the therapist’s capacity to understand and respond appropriately to these 
expressions (Fussell, 2002). Therefore, it is important to acknowledge that words are 
an essential part of the communication process through which the client articulates his 
or her confusions, anxieties, angst and whatever exists at the root of his or her 
difficulties. It is through a thorough understanding of these words and their fine 
distinctions that some genuine change can be achieved. However, it is also well 
recognized by now that humans express emotions not only through language; they 
also use a wide range of nonverbal and paralinguistic mechanisms, which should be 
incorporated in the therapist’s attempt to understand the emotional dynamics and 
meanings that the client wants to convey (Russell & Femandez-Dols, 1997; Ekman & 
Davidson, 1994; Philippot et al., 1991).
Due to the fact that therapeutic situations are frequently charged with a variety of 
emotions, the therapist’s ability to perceive the client’s emotions correctly might be 
challenged. This challenge may be even greater when the therapeutic situation 
involves a therapist and a client of different linguistic and cultural background. In this 
case, it is crucial for both client and therapist, but especially for the therapist, to be 
vigilant and sensitive enough to interpret correctly the different forms of verbal, 
nonverbal and other physical cues the client consciously or unconsciously might 
display. Such a task can be quite taxing since communication patterns are extremely 
complex and subject to cultural influence (Lo & Fung, 2003). Cultural values 
frequently operate via language governing conversation conventions and causing 
serious misunderstandings (Sue & Sue, 1990). In addition, the narratives of clients
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coming from diverse linguistic and cultural backgrounds, which may be presented in a 
different language, can contain remarkably divergent cultural idioms of distress and 
representations of self or others (Seeley, 2004; Koven, 1998)
At this point, a clarification is necessary regarding what it is signified when we say 
that the client uses a foreign language. This paper will be mainly concerned with 
coordinate and not compound bilingual clients. Coordinate bilingual clients are those 
who have learned their native language first and a second language at some other 
point in their life. They develop, as a result, two independent language systems each 
with distinct meanings, experiences and words. On the contrary, compound bilingual 
clients have only one language system accessible in two different languages. This is 
because they have grown up learning two languages simultaneously and are therefore 
able to encode in memory words and experiences in both languages (Grosjean, 1982). 
Hence, finding the appropriate words in any of the two languages to express their 
feelings is not as demanding as in the case of coordinate bilinguals. This distinction 
seems to be quite significant for research since one would guess that coordinate 
bilinguals might face more difficulties language-wise than compound bilinguals when 
receiving therapy in a second language. Nevertheless, when it comes to this 
distinction, the relevant literature is not clear. The majority of the research uses the 
term ‘bilingual’ to refer indiscriminately to both types of bilinguals. This makes the 
interpretation of the findings rather confusing and creates a demand for more specific 
research.
Also, it must be noted that we use the term ‘language’ to encompass verbal, nonverbal 
and paralinguistic aspects, even though there does not appear to be a clear distinction 
between these aspects in literature. However, their importance in therapy is 
undeniable. Therefore, a number of authors have suggested that therapists should not 
rely only on their clients’ statements (Laungani, 2004). The expression of emotions 
can take place through both verbal and nonverbal communication. A perceptive and 
experienced therapist will respond to a range of other subtle cues, apart from 
language, such as: tone of voice, eye contact, extent of gaze, facial expressions, 
silences, gestures and physical demeanour (Laungani, 2004). As the dancer Isadora 
Duncan has said: ‘If I could tell you what it meant, there would be no point in dancing 
it’ (Bateson, 1973). Nevertheless, although the existence of emotions and biological
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symptoms such as pain is universal across cultures, the meanings and manifestations 
of these emotions and symptoms are not. People’s interpretations of nonverbal signs 
are frequently shaped by cultural scripts specifying expected behaviours in particular 
settings (Fiehler, 2002; Goddard, 2002). Gestures, posturing and mannerisms may 
differ from one language to another not only in terms of encoding, but in terms of 
expression, as well. Bilingual clients will probably use different nonverbal behaviour 
in their attempt to describe the same experience in their two languages (Santiago- 
Riviera & Altarriba, 2002).
This paper will focus on the use of foreign language in psychological therapy (the 
term here refers to any form of talking therapy delivered by clinical psychologists, 
counselling psychologists, psychotherapists and counsellors), the difficulties that may 
arise and how these difficulties can be overcome. A review of the existing literature in 
relation to the use of foreign language in therapy and its impact will be provided. This 
will begin with the way psychoanalytic and systemic therapy (which are the main 
therapeutic approaches that have been concerned with the use of foreign language in 
therapy) have tackled the topic. A presentation of the existing quantitative and 
qualitative research will follow, showing the data’s trend towards linguistic matching 
between the client and the therapist. Then this paper will endeavour to explore what 
prevents mismatching from working effectively and to suggest ways in which 
therapists can overcome difficulties in communicating appropriately with 
linguistically diverse clients.
Linguistic diversity and psychoanalysis
Psychoanalysis, even though traditionally it has focused its curative power on the 
verbal formulation of interpretations (Strachey, 1934), is an approach well acquainted 
with the use of a foreign language in therapy. Some of the most famous clients of 
Freud (e.g. “Wolf Man”, Miss Lucy) did not use their native language in therapy, 
while Freud himself was often offering therapy in English without considering it 
inhibiting for the therapeutic process (Flegenheimer, 1989). In addition, some authors 
seem to advocate that what happens between analyst and patient surpasses a mere 
exchange of words (Jimenez, 2004). Rayner (1992) argues that preverbal and 
emotional communications have an equally important role, as long as therapist and 
client manage to develop a therapeutic relationship. Furthermore, according to
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Jimenez (2004), differences in origin, culture and native language between therapist 
and client can be overcome through attunement and emotional communication, which 
can be traced back to babies’ preverbal communication of emotions. The second 
language might also offer: (a) the opportunity to clients, who feel restricted from the 
socio-cultural constraints embedded by their first language, to construct a new self and 
(b) greater freedom of expressiveness by creating a sense of detachment or distance 
from certain experiences (Santiago-Rivera & Altarriba, 2002). Some authors suggest 
that this sense of distance can be therapeutically very useful by protecting and 
enabling clients to express verbally traumatic experiences, which they might feel 
unable to articulate in their first language (Pitta et al., 1978).
At the same time, others have stressed how the therapist treating a client in a language 
that is not his or her native should keep in mind that individuals who can speak more 
than one language might demonstrate different values and affective content depending 
on the language they use (Ervin-Tiipp, 1973; Ervin, 1964). These might range from 
recalling the same event in different ways in each language (Javier, 1996) to even 
presenting psychotic symptoms in one language and coherency in another or different 
extent of psychosis (de Zulueta, 1984). Buxbaum (1949), Greenson (1950) and Krapf 
(1955) were among the first to write, based on their clinical experience, about the 
implications of using a non-native language for therapy. Buxbaum talked about the 
unresolved conflicts that the use of a non-native language might foster. Greenson 
highlighted how different languages might represent different identities for the client 
and Krapf described cases in which clients would switch from one language to another 
in order to reduce anxiety. Later work has also shown that switching frequently from 
one language to another can be deliberate and predictable depending on the material 
discussed and the context (Perez-Foster, 1998a). Greenson’s (1950) perspective 
regarding the way bilingualism results in a dual organization of self has also been 
supported by more recent contributors who talked about thinking, feeling and 
experiencing oneself in different ways depending on the language being spoken 
(Seeley, 2004; Foster, 1996; Marcos & Urcuyo, 1979).
Overall, in the majority of the available literature is indicated that there may be 
particular issues concerning the client’s use of a second language in therapy, since the 
second language may be used as a defence (de Zulueta, 1995; Buxbaum, 1949). It
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might be utilised by clients, consciously or unconsciously, as a way to create a 
distance from difficult and/or traumatic life events and feelings that sometimes clients 
might not want to face (Altaribba, 2001; Aragno & Schlachet, 1996; Marcos, 1994).
Linguistic diversity and systemic therapy
The work in this domain, which is mostly descriptive, covers two areas: a) the area of 
treating bilingual families in a language native to the therapist and to some members 
of the family, and b) the area of treating families in a language foreign to all the 
family members.
One of the founders of family therapy, Salvador Minuchin, who was himself bilingual, 
worked with immigrant and bilingual families from poor backgrounds (Minuchin, 
1974; Minuchin et al., 1967), without addressing the issue of bilingualism and its 
effect on therapy. Bilingualism was not seen as needing special attention, while 
structural concepts like ‘boundaries within families’ were seen as universally 
applicable and ‘existing’ in every family, irrespective of the spoken languages and 
their cultural or ethnic background (Ali, 2004).
Most of this work is related to the treatment of bilingual families, which in terms of 
family therapy, according to Ali (2004), are the ones that have at least one member 
who does not share the same first language with the other members of the family. As a 
result, the person with the ability to express him or herself in a different language 
from the rest of the family and adopt a different culture may find his or her self caught 
in a dilemma regarding which culture to join. Ali (2004) seems to believe that such a 
dilemma might have a remarkable impact on his or her identity formulation and his or 
her relationship with the rest of the family. Therefore, bilingualism as a phenomenon 
in families is a very complex one.
So, in a bilingual family a reflective therapist will try to understand how and when the 
members use the different languages and what this means for them (Ali, 2004). His or 
her role will be to explore the meanings and different dynamics that the language 
encompasses within the family; the way each member experiences the differences in 
language and alliances that the shared language creates (de Zulueta, 1990). One of the 
issues of doing therapy with bilingual families is related to the fact that often the
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therapist shares the same first language with some of the family members, but not 
with all of them. This might create difficult dynamics. He or she might be perceived 
by the other family members as taking sides or colluding with the family members 
with whom he or she shares the same native language (Ali, 2004; de Zulueta, 1990).
In any case, as Ali (2004) suggests, when there is a language difference between the 
family therapist and the family, it benefits the therapeutic process if the therapist 
acknowledges this difference and even his or her ignorance for the family’s first 
language and culture. It might offer an opportunity to both the therapist and the family 
to share their cultural knowledge, while discussing their assumptions and beliefs about 
each other’s culture can become an important part of the work (Ali, 2004).
Also, if the vocabulary of some family members of the foreign language is limited, the 
therapist should keep in mind that this does not mean that the significance of their 
experiences is limited, too. Even if the words of the other language are not there to 
express their thoughts and feelings, the feelings attached to them, which the therapist 
should use to work, are still present. Also, nonverbal or ‘analogue’ language can be a 
rich source of information for the therapist working with bilingual families (Ali,
2004).
Krause (1998) implies that the recent theoretical developments in systemic 
psychotherapy place so much emphasis on language that it almost feels as though 
language is equated with culture, and verbal communication with all activities of 
human lives. She argues that using language as an analogy in therapy is very helpful, 
but at the same time therapists should not only focus on the terms that people use.
They should search for the underlying concepts and the way they use these concepts in 
different situations and stages of their lives. Thus, it is the experience and not the 
dialogue that must be used as the starting point for any understanding of relationships 
and communication between people, since language represents only a part of what is 
going on. Confusing experience with language and favouring words as clues to 
experience, identity and culture would be, according to systemic psychotherapy, an 
epistemological error (Krause, 1998). Tyler (1978) suggests that it is possible for 
someone to be understood in another language, even if he or she does not know its 
structure and grammar. In the same way that it is possible to behave in a socially or 
culturally appropriate way without having the knowledge of all the underlying
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structures and conventions of the social or cultural context. So, the therapeutic process 
should not only focus on the use of language at the expense of other complex 
cognitive and communication processes, which are often embedded in collective 
social and political processes (Rudie, 1994; Toren, 1993).
Relevant research
Psychoanalysis and systemic therapy have set the theoretical framework for this topic 
offering valuable information and trying to provide the first answers regarding the 
question of therapy in a foreign language. However, they were mainly based on 
therapists’ experience or case studies. The relevant qualitative and quantitative 
research is quite limited, which is surprising since psychotherapists’ reliance on 
language is undeniable. Karlsson’s review (2005) of the area of ethnic matching and 
mismatching showed that the number of actual studies examining ethnic and language 
matching in psychotherapy separately is very small, which might be associated with 
the poor conceptualization of the core concepts. Issues of language in therapy have 
been primarily addressed as part of studies regarding migration processes 
(Papadopoulos & Hildebrand, 1997; Sluzki, 1983) or the use of an interpreter (Raval, 
1996). Nevertheless, since language is so closely related to ethnicity, for certain issues 
we can draw upon studies investigating the effects of ethnic matching and 
mismatching on therapy process and outcome for the purpose of our review; 
particularly the ones that incorporate language as one of the reasons ethnic 
mismatching might not have effective therapeutic outcomes.
The two existing reviews of the research concerning linguistic and ethnic matching 
confirm that there is no clear answer regarding its implications for therapy. Sue et al. 
(1994) reviewing the outcome of psychotherapy in the case of minority clients, found 
that only for one of the ethnic groups involved, language matching seemed to be 
important: the Latin Americans. Tseng (1999), on the other hand, concluded that 
linguistic and ethnic mismatching might create difficulties for psychotherapy. 
However, he also argued that the clinically well trained therapists, who at the same 
time are receptive to their clients’ culture, are able to offer successful treatment 
although their ethnicity might differ from that of the client.
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In their archival study, Sue et al. (1991) used the data collected from client records by 
the Los Angeles Department of Mental Health between the years 1984 and 1988 in 
order to examine how ethnic and language matching was related to length of 
treatment, dropout rates and treatment outcome. They found that it decreased the 
dropout rates and increased the length of treatment. Nevertheless, this study 
(involving Asian Americans, African Americans, European Americans and Mexican 
Americans populations) indicated that ethnic and language matching could be used as 
predictor of positive treatment outcome only for Mexican American and Asian 
Americans clients; particularly for those that were not acculturated or adjusted to the 
dominant culture. Furthermore, European American and African American clients 
were found to attend more therapy sessions when the therapist was coming from the 
same ethnic background. So, there was no evidence that linguistic and ethnic matching 
was a significant predictor of therapeutic outcome or rate of session attendance for the 
majority of ethnic groups. Nevertheless, it must be mentioned at this point that in this 
study, the extent to which the findings are influenced by language matching alone is 
not clear, since it is not examined separately from ethnic matching.
In another archival study, Mathews et al. (2002) studied the files of 5, 983 inpatients 
at San Francisco General Hospital in order to examine how linguistic and ethnic 
matching influenced the therapeutic outcome. Three outcome variables were assessed: 
referral destination (referral to a state inpatient psychiatric hospital, residential 
placement, outpatient treatment or discharge without follow-up treatment), risk of re­
hospitalisation within one year after discharge, and length of stay. The findings of this 
study are of great interest since language matching was examined independently from 
ethnic matching. It was found that the Asian and Latino clients that were treated by 
linguistically and ethnically similar practitioners were more likely to accept having 
outpatient or residential treatment after their release from hospital. Such an outcome 
was not noticed among Afiican clients, while no relation was observed between 
linguistic or ethnic matching and time before re-hospitalisation for any ethnic group. 
However, length of hospitalization was positively associated with Asian speaking 
clients, who seemed to remain in hospital more when treated by linguistically different 
clinicians. At this point a note of caution should be made about the fact that the 
authors examined linguistic and ethnic matching in overall psychiatric care and not
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specifically in psychotherapy and, therefore, the findings should be cautiously 
generalised or applied to psychotherapeutic treatments.
On the quantitative front, Ramos-Sanchez et al. (1999) performed a study that 
involved 186 Mexican American University and community college students, among 
which 90 identified Spanish as their primary language, 54 were compound bilinguals, 
34 identified English as their primarily language and 6 did not indicate their primary 
language. They tried to determine what effect cues of language-switching ability to 
Spanish, coming from an English counsellor, could have on students’ perception of 
her counselling credibility. The findings showed that participants’ perception of 
counsellor’s credibility was independent of her language and ethnicity. Nevertheless, 
interestingly enough, although the evidence regarding the helpfulness of language 
switching was not significant enough, the counsellor received the highest rates in 
credibility from the participants that were speaking primarily Spanish and the lowest 
from the ones that were speaking primarily English. This finding possibly suggests 
that individuals receiving therapy in a language that is not their native appreciate 
therapist’s knowledge of their native language. Also, Farsimadan et al. (in print) in a 
quantitative study that examined the effect of ethnic matching on therapeutic process 
and outcome in 50 ethnically similar and 50 ethnically dissimilar therapeutic dyads, 
found that ethnic matching was one of the significant predictors of therapeutic 
outcome and the only significant predictor of working alliance and perceived 
therapist’ credibility.
In addition, research has suggested that ethnic mismatching can lead to 
misunderstandings, miscommunications and cultural biases between the clinician and 
the therapist, which might cause underutilisation of mental health services, early 
termination and poorer treatment outcomes for minority clients (Erdur et al., 2003; 
Sue, 1998). Moreover, language matching was among the factors that appear to 
positively influence the uptake of mental health services by minority clients and their 
satisfaction by these services. Rosenheck et al. (1995) in a study exploring the effect 
of veterans' and clinician’ race pairing on the process and outcome of treatment for 
war-related post-traumatic stress disorder (PTSD), gathered data o f4,726 White and 
Black male veterans that were matched with 315 primary care clinicians. The
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measures of service delivery and treatment emphasis that were obtained, in 
combination with clinicians' ratings of improvement, showed that race and language 
pairing had a positive impact on service use and satisfaction. Furthermore, Stuart et al. 
(1996) performed a study in order to assess the effects of matching non-English 
speaking clients with bilingual, bicultural clinicians in an Australian mental health 
system that emphasized community-based psychiatric case management. In an overall 
sample of 2,935 minority clients, in a period of two years, non-English speaking 
clients who received services from a bilingual, bicultural case manager were 
compared: (a) with ethnic minority clients who did not receive such services and (b) 
with English-speaking clients. The clients' engagement in the services was assessed 
and the results demonstrated that language matching had positively influenced clients’ 
engagement.
After assessing the affective experiences of 80 English Spanish and Spanish English 
coordinate bilinguals, Guttfreund (1990) found that the use of the mother tongue does 
not necessarily have an effect on the amount of affect that the person expresses, which 
was what some authors have argued (i.e. Marcos & Urcuyo, 1979). The affect 
expressed seems to be more related to the qualities of the specific language and the 
role that this language has in the person’s life. Therefore, it can be argued that a 
person using a non-native language is equally able to express emotions. This finding is 
of special interest since it indicates that the individuals’ ability to express emotion 
might go beyond his or her familiarity with a specific language.
The qualitative research in the area of linguistic difference includes two studies: one 
that explores the experience of people living in more than one language and one that 
examines the experience of therapists treating clients in a non-native second language 
which they spoke proficiently. Burck (2004) interviewed 24 individuals who were 
speaking more than one language. Her aim was to explore how they experienced each 
of the different languages they spoke and what impact speaking several languages had 
on them. Furthermore, she analysed 5 autobiographies of individuals who either had 
grown up with several languages or had changed country and language at some point 
in their life. In order to bring together the data she gathered from the interviews and 
the autobiographies in a meaningful way, she used a combination of grounded theory 
and discursive analysis. The findings raised important issues for therapeutic practice.
85
since individuals appeared to experience themselves quite differently in each of their 
languages. This is an important piece of information for therapists treating clients that 
speak more than one language. The first language appeared to facilitate emotional 
expressiveness and the second to introduce a sense of distance. Having said that, it 
must be also noted that some clients found this sense of distance liberating managing, 
thus, to express themselves more freely. The way individuals constructed their identity 
in each of their different languages differed, as well, since each language seemed to 
foster different aspects of their personality. Furthermore, this study suggested the 
significance of the minority or majority status of participants’ first language in the 
construction of their identity.
Adopting a different approach to the topic, Bowker and Richards (2004) performed a 
qualitative research that explored the meanings attributed by 10 therapists to their 
experience of working with clients using the therapists’ first language, proficiently, as 
a second language. They used a generic qualitative method, based on the approach of 
McLeod (2001), which employs phenomenological and hermeneutic principles to 
build on the constructionist epistemology. Two themes emerged: (a) separation and 
distance, and (b) connection, an extra effort. As a result, it was argued that participants 
experienced an extra difficulty in feeling close and connecting with their bilingual 
clients, although their command of the second language was excellent.
Additionally, in a qualitative study by Farsimadan and Draghi-Lorenz (in preparation), 
coming from the area of ethnic matching and mismatching, it was reported that 
language matching and switching was beneficial for the therapeutic process. This 
study involved 12 clients who had received therapy by ethnically similar therapists 
and examined the therapeutic outcome and clients’ perception of the therapeutic 
process. Clients felt that their ability to switch to their native language facilitated 
understanding, as well as the expression of emotions and at the same time 
strengthened the therapeutic bond and the development of rapport. In the same study, 
participants classified the similarity of language as one of the factors that made their 
experience in therapy helpful and, in addition, as one of the variables that influenced 
therapeutic change.
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In United States, researchers and ethnic-minority therapists have suggested, in an 
attempt to create a cultural friendly service-delivery system, that psychotherapists 
should share the culture and language of the client (Aponte et ah, 1996; Nevid et ah, 
1997; Rivers & Wohl, 1995; American Psychological Association Office of Ethnic 
Minority Affairs, 1993; Cheung & Snowden, 1990). However, although there is no 
doubt that in most cases the similarity of cultural and linguistic background can 
benefit the therapeutic process, the assumption that all clients are better treated by a 
therapist who has the same language and culture is not always hold valid (Tseng, 
1999). Even from a practical point of view, in a world that becomes more and more 
multicultural and diverse, the cultural matching between the therapist and the client is 
not achievable in most cases. Especially since, as it has been established, the majority 
of psychotherapists both in US and Europe differ in terms of language and culture 
from their ethnic-minority clients (Knipscheer & Kleber, 2004).
It seems, nonetheless, that the relevant research suggests in very few cases, distinct 
ways to overcome the difficulties that language diversity might create in the 
consulting room. Researchers in their majority draw from ethnic matching and 
mismatching literature and the ways the therapist can deal with problems stemming 
from cultural and ethnic diversity in order to propose ways to tackle this linguistic 
issue. As a result, there is a very important basis for identifying the reasons that 
prevent therapists from helping their clients to overcome or compensate for language 
deficiencies, as well as the ways in which their techniques can be enhanced.
Reasons that inhibit therapists’ competence
Research suggests that one of the reasons that therapists are not able to understand 
clients coming from a different linguistic background is stereotyping. It precludes 
them from taking an idiographic perspective (Fiske & Neuberg, 1990; Bloombaum et 
al., 1968). Therefore, instead of paying attention to the clients’ individual 
characteristics or the unique way that culture has shaped and influenced them, they 
rush to attribute cultural characteristics that they may not have, only because they 
come from a specific linguistic and cultural background. This phenomenon might 
create misunderstandings and power differences between the client and the therapist 
(Ridley et al., 1994). It can be counter productive for the formulation of the working
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alliance and the therapeutic treatment in general (Kozuki & Kennedy, 2004), making 
the already existing power difference between the therapist and client even greater.
It has been found that therapists expect to have greater difficulty in communicating 
with culturally different clients even before they meet in person. This is especially so 
if they have already identified firom the phone that he or she has a marked foreign 
accent (Bowker & Richards, 2004; Kozuki & Kennedy, 2004). Also, although they 
emphasise that they listen in a very tentative way to every client, using both language 
and nonverbal communication, evidence fi-om Bowker and Richards’ study has shown 
that they put in extra effort to listen carefully to a bilingual client’s meanings at all 
levels, even when the client is very proficient in the foreign language. At this point, it 
must be noted that this behaviour is not reported only at the beginning of therapy, 
when therapists are not totally sure of the client’s command of the second language; it 
also continues to take place throughout the course of therapy as an attempt from their 
part to ‘bridge the gap’ with the client. Also, during the course of therapy therapists 
never seem to take for granted that what they say is immediately understood, even by 
proficient bilinguals. They always keep in mind the possibility that some kind of 
language barrier might arise at some stage of the work, although in practice their 
reports show that it happens very rarely.
Evidence, however, suggests that the opposite scenario can also take place. Therapists 
might assume that the client’s good command of the second language is an indicator 
of how well he or she has adjusted to his or her new cultural environment and, 
therefore, avoid to explore any psychological effects related to the adoption of a new 
language or culture that might create difficulties for the client (Kozuki & Kennedy, 
2004). Also, they might try to minimise cultural differences and their impact, in an 
attempt to appear less discriminating (Lo & Fung, 2003). Such findings show how 
difficult it is sometimes for therapists to let go of their preconceptions and prejudices 
when treating clients from different linguistic backgrounds (Bowker & Richards, 
2004).
At the same time, the transferential nature of the therapeutic relationship can be 
considerably influenced by the client’s conscious decision to have therapy in a foreign 
language with a therapist that represents the ‘majority’ culture. The foreign language
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may represent a new identity for the client and, therefore, by using this language the 
therapist can eventually be idealised. This idealisation in combination with the fact 
that the client uses a second language, which he or she might not speak proficiently, 
can trigger countertransference reactions of guilt and anger. Therapists might feel that 
they lack the ability to communicate efficiently with the client, to have control of the 
session and to interpret appropriately (Lijtmaer, 1999).
In addition, research has revealed that therapists feel less confident about their ability 
to empathise with the client when his or her first language or culture is totally 
unfamiliar. Most therapists feel less anxious, even relieved having some knowledge of 
the client’s language and culture (Bowker and Richards, 2004). Unfamiliarity can be a 
considerable obstacle for therapy. An explanation of this might be Kristeva’s (1988) 
belief that this unfamiliarity triggers the therapists’ unresolved conscious or 
unconscious fears of the unknown; a distressing confrontation with the ‘stranger’ that 
hides inside every individual. Furthermore, the bilingual client might force the 
therapist to face another part of him or her self that can be quite upsetting: the part that 
feels envy or inadequacy because of the client’s knowledge and proficiency of a 
second language (Bowker & Richards, 2004). All the above mentioned feelings, 
especially if clients do not speak fluently the therapist’s language, might transform to 
feelings of superiority and discomfort when they use his or her native language 
preventing the therapist from connecting with them (Antinucci, 1990).
Another set of difficulties might stem from the therapists’ tendency to handle the 
difficulties experienced by the linguistically and culturally diverse client using 
concepts and ideas deriving from their own language and culture. As a result, their 
feelings and reactions towards the client are shaped in a natural and unconscious way, 
for most of them, by the cultural matrix (Lau, 1984). In their attempt to understand 
their clients, they fail to take into consideration that communication patterns, both 
verbal and nonverbal, are subject to cultural influences. This prevents them from 
exhibiting cultural sensitivity or the attributes of curiosity, perceptiveness and respect 
necessary when treating diverse clients. Also, they might fail to foresee ways in which 
the client’s culturally based expectations may challenge the therapeutic boundaries 
(Lo & Fung, 2003). For example for the Asian client, the therapist provides the ‘gift’ 
of hope and education and, therefore, clients might feel they have to reciprocate by
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giving a gift to the therapist. If the therapist in his or her endeavour to keep the 
therapeutic boundaries does not accept this gift the client may be offended and the 
therapeutic relationship deeply damaged (Shiang et al., 1998). The same applies for 
Spanish clients, who in addition would feel insulted if the therapist shrugs away from 
a hand shake or a hug (Clauss, 1998).
Moreover, many therapists who work with culturally or linguistically diverse clients 
do not manage to use the appropriate intervention strategies, skills and processes nor 
set culturally appropriate goals in order to treat effectively their clients (Lago, 2006; 
Sue & Sue, 1990). Research has demonstrated that Asian-American clients prefer 
directive and structured counselling approaches (Sue & Morishima, 1982; Atkinson et 
al., 1978). Recently immigrated Chinese clients appreciate empathie involvement, but 
at the same time expect their therapist to have a more formal behaviour (Root, 1985; 
Lee, 1982; Yuen & Tinsley, 1981). Sometimes, they want the therapist to control the 
therapeutic process and offer direct recommendations like a teacher or doctor (Lum, 
1982; Lin, 1981). Also, Mexican-Americans, especially the low-acculturated, prefer a 
directive counselling style over a non-directive one (Kunkel, 1990; Ponce & Atkinson,
1989). As a result, in order to facilitate clients from the above cultural groups, the 
therapist should be aware of their preferences and needs.
Ways of overcoming the language difficulties in therapy
Unfortunately, the research conducted in this domain is very limited. Not many 
researchers have tried to investigate the ways therapists and particularly counselling 
psychologists can overcome the barriers that the client’s use of a non-native language 
in therapy can introduce. Some authors have suggested approaches based on their 
experience, but these suggestions rarely have been accompanied by relevant empirical 
evidence.
Nevertheless, counselling psychologists in order to overcome the obstacles that the 
use of a different language in the consulting room might create, could draw from 
different disciplines. Social psychology with its theories and studies regarding 
prejudice and racism can be one of these disciplines. The three traditional approaches 
to prejudice (Gough & McFadden, 2001) might offer an insight to the reasons that 
make therapists react in specific ways towards clients coming from different cultural
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and linguistic background. The social cognition view (Wetherell, 1996), the view of 
prejudice as a function of personality (Frosh, 1997) and the view of prejudice as a 
function of particular group membership, based on realistic group conflict theory 
(Sherif & Sheriff 1969) and social identity theory (Tajfel & Turner, 1979), might 
contribute to counselling psychologists’ better understanding of themselves and their 
clients. Additionally, McConahay’s work (1986) on ‘modem’ racism and the conflict 
that people experience between deeply rooted antipathy towards different racial 
groups and modem egalitarian values that force them to behave in a non-prejudiced 
way, can be extremely practical and precise when it comes to the therapist’s feelings 
and client’s experience of modem societies.
Therefore therapists, who work with culturally and linguistically diverse clients, 
should be able to engage in the process of self-exploration in relation to their values, 
preconceived notions, cultural assumptions, biases and, as a result, personal 
limitations. If they understand their own worldviews, how their culture has shaped 
them and the way this may be reflected in their work with racial and ethnic minorities, 
they could be prepared to acknowledge and deal with their own feelings that might 
impede the therapeutic process (Sue & Sue, 1990). If therapists manage to 
comprehend the differences between their cultural and linguistic experience and their 
clients, they might appreciate why clients do what they do, how they might be just 
participants in their cultural context and how they perceive themselves (Krause, 1998; 
Taylor, 1985) Furthermore, this process allows them to actively try to eliminate the 
prejudicial or stereotypic perceptions of culturally and linguistic different clients and 
the possible limitations of communication due to cultural differences (Sue et al., 1992; 
Thomas, 1992). Each of the above factors is extremely significant for the therapeutic 
relationship and hard to deal with. Nevertheless, they can be efficiently resolved if 
counselling psychologists are receptive enough. If therapists deny their existence, it is 
like denying fundamental problems and missing the valuable opportunity to explore 
key material or like putting obstacles in the formulation of the therapeutic 
relationship.
In addition, the approach of social constmctionism (Hoffman, 1992) can offer a 
theoretical, as well as practical framework for the informed therapist wanting to work 
effectively with clients from different cultural and linguistic backgrounds. Social
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constructionism considers language as being both constitutive and performative, 
constructing meaning and identity (Kress, 2001; Norton, 2000; Foucault, 1980). So, a 
growing number of therapists have tried to translate this theory into specific 
psychotherapeutic intervention. Gonzalez et al. (1994) and La Roche (2002) have 
proposed models in which social constructionism has been used as a tool to 
understand the client’s cultural context, based on the belief that the cultural context 
influences the therapeutic process in more than one way. For example, what is 
discussed or omitted in therapy, even the questions that the therapist asks, depend to a 
certain extent on the cultural context and values (Daniel, 1994). As a result, therapists 
and clients are encouraged to explore the ways in which their questions, interactions 
and feelings may echo larger socio-political and cultural issues (Helms & Cook, 1999; 
Perez-Foster, 1998b).
Nevertheless, at the same time counselling psychologists in particular should be 
careful not to generalise about the group to which clients are supposed to belong.
They have to take into consideration all the factors that influence the client’s situation. 
Language and culture may or may not be among them and in this case, the 
significance that clients give to them becomes the principal consideration. 
Consequently, the counselling psychologist should not impose the issue of language or 
group affiliation, unless the client invites him or her to examine them in order to better 
understand the presenting problem. Otherwise, the counselling psychologist goes 
against one of the aims of counselling psychology, which highlights the uniqueness of 
each client. Instead of promoting a profession that respects the clients’ individual 
uniqueness regardless of their cultural and linguistic backgrounds, they might end up 
stereotyping people and forget that the focus of counselling psychology should be on 
clients, not on a group with which they may or may not identify (Vontress & Jackson, 
2004).
Thus, in order for the counselling psychologist to understand and empathise with 
bilingual clients, it is of utmost importance to explore how they perceive themselves 
in relation to their language and culture, as well as to what extent some of the 
difficulties they face are related to their cultural and linguistic diversity. Seeley (2004) 
based on her experience of offering short-term intercultural therapy, has proposed a 
specialised mode of ethnographic inquiry that can help the practitioner to put the
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client’s difficulties in a cultural perspective if it is necessary. This mode focuses on 
comprehending the cultural aspects of clients’ presenting concerns through the 
systematic exploration of their accounts of lived experiences. This allows the cultural 
patterns and meanings, which are particular to each client and might shape their 
perceptions of their psychological and social difficulties, to be re-discovered. 
Anthropologists have managed to deepen their cultural understanding by integrating 
clinical perspectives and techniques into their research (Herdt & Stoller, 1990). In the 
same way, counselling psychologists may enrich their comprehension of clients whose 
cultural and linguistic background is different from theirs by involving ethnographic 
inquiry into their practice. Seeley says regarding her experience applying such 
inquiry: “ ...I differed from my clients in culture, nationality and race and my personal 
and professional formation sharply contrasted with them. Yet, by implementing 
ethnographic lines of inquiry, I indicated my willingness to suspend, to the extent 
possible, my usual assumptions and values, and to enter my clients’ cultural worlds.” 
(pp. 128-9).
Furthermore, it seems that some more emphasis could be given to the therapeutic 
qualities that a competent therapist should demonstrate and the humanness that 
connects all individuals (Knipscheer & Kleber, 2004; Votress, 1988). Rogers’ core 
therapeutic conditions (1957) of empathy, warmth, unconditional positive regard and 
respect, in combination with openness and sensitivity to cultural and individual 
differences, should help therapists to overcome the language and cultural boundaries 
(Knipscheer & Kleber, 2004; Sue & Sue, 1990); in the same way that they should help 
them overcome other differences (i.e. gender, sexuality, religion) and develop a 
working alliance (Vontress, 1988). However, the existing trend in research towards 
language matching indicates that in practice, therapists are often not able to 
demonstrate the above conditions and qualities. Possibly because, as empirical 
evidence has shown, in order to efficiently treat clients from diverse backgrounds 
therapists have to take a step ftirther from traditional therapeutic competencies and 
skills (Fuertes et al., 2001; Coleman, 1998). So, the therapist should use empathy not 
only in order to meaningfully engage with clients coming from a different cultural 
background, but also in order to understand what role their cultural beliefs and values 
play in the way they interpret situations and problems. Additionally, therapists should
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be able to develop and apply appropriate, as well as sensitive interventions and 
strategies in their work with clients coming from different cultures and speaking 
another language. Their work is more effective when the techniques and the skills they 
employ are consistent with the client’s life experience and cultural values (Sue & Sue,
1990). Especially in the case of clients that use a second language in therapy, the 
therapist should manage to engage in a number of verbal and nonverbal responses that 
will allow him or her to communicate to clients verbal and nonverbal messages 
correctly and appropriately.
Another tool which therapists can use in order to overcome the difficulties created by 
the language difference is the transference and countertransference between the client 
and the therapist. Through the transference/countertransference reactions, an 
unconscious aspect of the client is being re-enacted by the therapist and in response, 
an unconscious aspect of the therapist is met and stimulated by the client’s behaviour 
(Kantrowitz, 1992). If these reactions are addressed and discussed in the consulting 
room, the understanding and communication between the therapist and the client are 
greatly facilitated. Furthermore, in a mixed therapeutic relationship the therapist’s 
reactions at a conscious or unconscious level are most likely reflecting what is 
happening in other areas of the client’s life and if worked through effectively they can 
offer very fruitful understandings and insights. For example Bowker and Richards’ 
(2004) study showed that therapists frequently experience countertransference feelings 
of separation, as well as the desire to connect, which may reflect the bilingual client’s 
experience of society. So, within the therapeutic process there is ample space for the 
therapist’s subjectivity which, if employed in a tentative way, can be utilized as a very 
powerful tool to empathise and connect with clients. Their countertransference 
reactions can enrich and inform therapists’ understanding of client’s experiences 
(Gelso & Mohr, 2001; Mitchell, 1988).
Finally, as Connolly (2002) suggests it would be helpful if therapists keep in mind that 
frequently, even in the case that the therapeutic dyad shares the same language, they 
can not really achieve an understanding of each other until they have undergone the 
slow and challenging process of creating a common language. The need for the 
creation of a ‘new language’ each time a new client, monolingual or bilingual, enters 
the consulting room has also been supported by empirical findings. Bowker and
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Richards (2004) presented such findings and, furthermore, exhibited therapists’ ability 
to employ other ways of achieving connections with bilingual clients. For example, 
they found when dealing with bilingual clients that they would rely more on nonverbal 
and/or other means of unconscious communication, such as dreams, than they would 
in the case of monolingual clients.
Conclusion
This review attempted to explore the ways in which the therapeutic process is 
influenced by the client’s use of a language that is not his or her native language, 
although his or her command of this language is fluent. It became quite apparent from 
very early on that there is a debate in the literature regarding this issue; a debate that 
in a way is the extension of the ethnic matching and mismatching debate when it 
comes to psychotherapy. The one side supports that the use of a different language in 
therapy can be an important inhibitor of the therapeutic work, while the other side 
focuses more on the therapist’s competence and therapeutic skills in order to 
overcome the difficulties that the foreign language can create. Although the empirical 
evidence is quite inconclusive, there seems to be a trend towards linguistic matching, 
which is further supported by the fact that literature shows a similar trend when it 
comes to therapist-client ethnic matching.
The literature review suggests that the major reason why therapists are not able to 
work effectively with clients speaking a different language from their own, are related 
to preconceived ideas, stereotypes and biases regarding the clients’ cultural 
background, as well as clients’ ability to communicate accurately in the foreign 
language. Furthermore, it seems that they tend to handle clients’ difficulties, based on 
therapeutic concepts and ideas derived from their own culture, as well as skills and 
techniques that are not always appropriate for the treatment of culturally diverse 
clients.
However, research is limited when it comes to the ways in which therapists and, more 
specifically, counselling psychologists could overcome the aforementioned 
difficulties. Most of the proposed ways originate from practitioners’ personal 
experiences and not empirical evidence. As a result, it has not really been possible to 
build on the existing research in the attempt to explore these ways due to lack of
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extensive research. Nevertheless, by drawing from theories and concepts coming from 
other relevant disciplines such as multicultural counselling, social psychology and 
anthropology, as well as the principles of counselling psychology, it became apparent 
that trying to be empathetic and to understand the client is not really enough with 
clients speaking a different language or coming from a different culture. It seems to be 
more helpful when counselling psychologists take a step further and become involved 
in an ongoing self-exploration regarding their own relation with language and culture, 
as well as their clients’ relation with language and culture. In this way, they are able to 
identify how their beliefs and ideas affect their work with clients, and sharpen their 
ability to approach each client as an individual, as well as part of his or her cultural 
context. Furthermore, this allows them to create a unique language with each of their 
clients which does not have to do with his or her native language, but rather with the 
therapeutic relationship that takes place on other levels apart from the verbal one.
As it was mentioned before, it seems that there is a gap in the literature when it comes 
to studies which focus on the use of a foreign language in the consulting room. Most 
studies examine this issue in connection with ethnic or cultural matching and 
mismatching. So, there is a need for more empirical studies focused exclusively on the 
impact of the foreign language on the therapeutic relationship and not only on the 
therapeutic outcome. Furthermore, the reasons for identifying the ways in which the 
therapeutic encounter is affected, both from therapists’ and clients’ point of view, 
appear to be significant. It would be interesting to explore through quantitative and 
qualitative studies what clients who have been treated in a language different fi*om 
their native one found helpful, as well as what therapists who have worked with 
linguistic diverse clients have done in order to overcome the language boundaries. 
Also, case studies in which a mixed language dyad may be observed over several 
sessions could prove particularly revealing about the therapeutic skills, qualities and 
techniques which can help counselling psychologists in treating effectively the 
linguistically diverse client.
Finally, the use of specific forms of qualitative inquiry like discourse analysis (Coyle, 
1995; Potter & Wetherell, 1987) should be encouraged. More specifically, the use of 
discourse analysis can help counselling psychologists to focus not only on the 
meaning of what is said by the client, but also on its functions (e.g. blaming.
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complaining). In this way, they can also monitor their own language use and minimise 
any negative ramifications that might influence the therapeutic experience. The major 
criticism of its use in counselling psychology would be its stance which, according to 
Coyle (1998), advocates that clients’ social and psychological realities are constructed 
by language, rather than just being reflected in it. This, unfortunately, denies the 
existence of an intrapsychic world expressed through language, which therapists can 
access through the exploration of clients’ language.
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APPENDIX B
Three more fruitful computer-based literature searches
Numerous different searches were conducted through Psych Info, Psych Articles and 
Ovid. The three most fruitful searches were:
■ Psycho* and foreign language (in title and anywhere in text)
■ Bilingualism and psycho* (in title and anywhere in text)
■ Ethnic similarity and psycho* (in title and anywhere in text)
The above searches came up with the most significant results in terms of quality and 
content of articles. The majority of the articles anyhow were identified via a 
snowballing technique by which the reference sections of papers were used to find 
preceding articles and studies.
I l l
APPENDIX C 
Reflecting on the use of self
One of the worries that I had to face when I first came to England in order to study 
counselling psychology was related to the fact that I would have to work 
psychotherapeutically and, at the same time, have personal therapy in a foreign 
language. Having previous experience of working and receiving personal therapy in 
my native language and knowing how much I value language as a therapeutic tool and 
a means of expression, I found myself panicking. In order to overcome my anxiety, I 
started reading about offering or receiving therapy in a foreign language and the 
relevant difficulties. So, it became very quickly apparent to me that there is a gap in 
the literature when it comes to the ways in which the foreign language influences the 
therapeutic encounter. There were a number of suggestions, mainly based on 
therapists’ personal experiences, but very few of them were coming from empirical 
studies. As a result, I found the idea of doing a literature review on this topic very 
tempting. In this way, I would have the opportunity to search the relevant literature 
landscape in a more systematic way and even ‘open’ the way for a future empirical 
study.
Nevertheless, I realised very soon that this would not be easy, since my personal 
investment in that topic was not helping. More specifically, it became quite obvious to 
me after a while that I was more willing to ‘embrace’ the literature that was 
approaching the linguistic diversity in a more humanistic way; in a way that was 
suggesting that was not really a problem. It is not so hard for someone to understand 
the reasons behind such preference. Firstly, it was in accordance with my belief that 
the interaction between the therapist and the client takes place in many different 
levels, both conscious and unconscious, and therefore can overcome cultural, sexual, 
religious and linguistic differences. Secondly, it was the fact that as a foreigner, who 
was expected to offer therapy in a language that is not my native, I was quite scared 
by the idea that this would be a serious obstacle in doing my work effectively. 
Nevertheless, I think that after a point I managed to deal appropriately with my ideas 
and preferences through personal therapy, as well as supervision, and to approach the 
topic in a more objective way. Even though, I am very aware that, unfortunately, no
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matter how much I tried my personal issues have probably coloured in a specific way 
some parts of my review.
Furthermore, while working on this paper I had to face once more one of my soft 
spots when it comes to doing research: my tendency to be very literary even when it 
comes to pure research papers. So, at the beginning I was devoting a lot of space to 
describe the papers that were based on personal experiences and case studies, 
something that was quite counter productive, as my supervisor accurately noted, 
because I was not presenting a lot of empirical findings and facts. This paper, also, 
gave me the opportunity to combine information from different disciplines in order to 
suggest the reasons that therapists, although having the appropriate tools (their 
therapeutic skills), can not connect with their linguistic diverse clients. This was a 
process that I found challenging but, at the same time, very fulfilling. Additionally, at 
the last part I had to make some suggestions about ways through which therapists can 
overcome the difficulties. I experienced a wide range of feelings ranging from 
excitement at the beginning to anxiety and agony as my work was progressing. Was I 
making the correct links? Were my suggestions realistic and valid or was everything 
in the mind? So, I spent a lot of time changing my mind, drifting from my initial focus 
and returning to it, deleting everything and starting from the beginning or just being 
disappointed with my work. However, looking back at it I realise that “Ithaca gave me 
the journey” as the poet says. In other words it is true that writing the paper troubled 
and at some point frustrated me a lot, but also gave me the chance to leam more about 
the nature of the therapeutic work and become better in my interaction with my 
clients, who mainly come from a different linguistic and cultural background from my 
own.
In addition, my reading helped me to understand and come to terms with the 
vulnerability I was feeling in relation to the English language. It became clear to me 
how my insecurities and fears were making me very defensive in relation to any 
suggestions regarding my command of it preventing my academic, personal and 
professional development. I took the opportunity to explore what language represents 
for me on a personal and professional level. As a result, I managed with the help of 
personal therapy to understand from where my personal investment was really coming 
and deal with it. I will not imply that I have dealt with it completely because it would
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be a lie, but I have certainly managed to approach myself and my work as a trainee 
with a different awareness.
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A Qualitative Analysis of how Therapists Overcome Language 
Difficulties when Working with Non-native Speakers.
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Abstract
Although the role of language in talking therapies is undeniable, the existing research 
about language matching and mismatching is quite limited. This study presents an in- 
depth analysis of 8 White British therapists’ accounts of their work in English with 
White clients whose are non-native English speakers, but whose English is fluent. The 
aim of the study was to explore through therapists’ experience how the language 
difference influenced their therapeutic work and relationship with these clients. In 
particular, the intention was to investigate whether the language diversity created 
difficulties in their work and, if it did, how they were overcome. An interpretative 
phenomenological approach (IPA) was used in order to capture the essence of the 
participants’ views and phenomenology. Four main themes were found to represent 
their collective experience. The analysis of the data showed that the language 
difference can create difficulties for the therapeutic work. These difficulties might 
affect the therapeutic process, but not the therapeutic relationship and outcome which, 
according to participants, transcend language. Furthermore, it was found that these 
difficulties can be overcome. Therapists referred to various therapeutic skills and 
tools, acquired through their training and previous experience, which they use in order 
to achieve that.
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Searching for a Common Language in the Therapeutic Room;
A Qualitative Analysis of how Therapists Overcome Language Difficulties when 
Working with Non-native Speakers.
One of the questions that counselling psychologists and psychotherapists have tried to 
answer for many years, in their attempt to offer appropriate interventions to diverse 
client groups, is whether personal therapy can take place in a language different from 
the client’s native one, even when the client’s command of this language is good. 
Taking into account that psychotherapy can be a very hard and challenging process 
even in one’s native language, it is understandable that some practitioners suggest that 
it can be even more challenging in a foreign one.
To start with, language might be an obstacle inhibiting clients from communicating 
their real feelings in the consulting room and therapists from empathising with and 
understanding them. Language, ftirthermore, functions as a central indicator of human 
identity and ethnicity (Verkuyten, 2005). As a result, apart from its important role in 
the effective communication of emotions, language is, also, the vehicle towards the 
better understanding of clients’ personality, values and beliefs.
Nevertheless, although psychotherapists’ reliance on language is undeniable, the 
relevant qualitative and quantitative research is quite limited. The main reasons for 
this might be related to the reluctance of many psychotherapeutic approaches, until 
relatively recently, to engage in depth with cultural or racial diversity (Burck, 2004). 
Additionally, the lack of coherent definitions of the core concepts in the existing 
literature might have further inhibited researchers from conducting studies in this 
domain (Karlsson, 2005). Issues of language in therapy have been primarily addressed 
as part of studies investigating ethnic matching and mismatching (Mathews et al., 
2002; Stuart et al., 1996; Sue et al., 1991), migration processes (Papadopoulos & 
Hildebrand, 1997; Sluzki, 1983), and the use of interpreters (Raval, 1996). Most 
studies, nevertheless, failed to use measure indexes of language matching and 
mismatching independently of other ethnic aspects.
The existing empirical evidence for linguistic matching, apart from being limited, is 
also quite inconclusive (Karlsson, 2005). There seems, however, to be a trend in
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favour of therapist-client language similarity. The majority of the existing studies are 
quantitative and approach the implications of language difference mostly from clients’ 
experience. Their findings propose that linguistic matching can be considered as an 
indicator of positive treatment outcome (Sue et al., 1991), while it can also influence 
clients’ satisfaction and engagement with mental health services in a positive way 
(Mathews et al., 2002; Stuart et al., 1996; Rosenheck et al., 1995). Nonetheless, they 
suggest that people perception of counsellors’ credibility is independent of 
counsellors’ language (Ramos-Sanchez et al., 1999).
A turning point for linguistic matching and mismatching research was a study on the 
affective experience of coordinate bilinguals (Guttfreund, 1990). Coordinate 
bilinguals have typically learned one language first and the second at a later time of 
their lives. They have developed therefore two independent language systems, each 
having its words, experiences, and meanings. The existing literature, which comes 
mainly from the psychoanalytic perspective and is based on clinical evidence, 
questions clients’ ability to access emotions when using a non-native language. It was 
suggested that when describing an experience in a second language, clients are not 
able to experience its vividness or the emotions accompanying it; instead there is a 
sense of detachment (Marcos & Urcuyo, 1979). Some therapists even argued that 
clients might use in therapy their second language as a defense against experiencing 
negative feelings or resolving difficult issues (Perez-Foster, 1998; Krapf, 1955; 
Buxbaum, 1949). Guttfreund’s study showed that the use of the mother tongue does 
not necessarily increase the amount of affect that people express. The expressed affect 
was linked more to language qualities and its role in the individual’s life. Therefore, 
this study provided new insight into the significance of the mother tongue and how it 
affects the psychotherapeutic treatment of non-native speaking clients.
Guttfreund’s findings have not been supported by other studies and most authors are 
still quite skeptical about the use of non-native language in the therapeutic room. In 
addition, it has also been noticed that for clients who use a second language in therapy 
switching on specific occasions to their first one can be quite therapeutic (Rozensky & 
Gomez, 1983; Pitta et al., 1978). Along the same lines, Santiago-Rivera and Altarriba 
(2002) argue in favor of enabling clients to use their bilingual language abilities in the
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therapeutic room as a way of achieving greater depths of client understanding and 
positive therapeutic outcome.
The value of language switching is also identified in a qualitative study about ethnic 
matching and mismatching by Farsimadan and Draghi-Lorenz (in preparation) that 
examines therapeutic outcome and clients’ perception of the therapeutic process. 
Language matching and switching were reported to be beneficial for the therapeutic 
process facilitating understanding and expression of emotions. Additionally, 
participants felt that it strengthened the therapeutic bond and the development of 
rapport. In the same study, participants classified the language similarity as one of the 
factors that made their experience of therapy helpful and influenced positively the 
therapeutic change. Furthermore, Burck’s (2004) qualitative study regarding the 
subjective experience of individuals who use more than one languages supported the 
existing evidence about how the use of native language can facilitate emotional 
expressiveness. It also put forward the idea that individuals might be affected by the 
minority or majority status of their first language.
Finally, in an attempt to shift the focus of the research on the area of linguistic 
matching and mismatching from clients’ experience, Bowker and Richards (2004) 
conducted a qualitative study on the experience of therapists working within a 
psychodynamic or psychoanalytic framework. They explored the meaning British 
therapists attributed to their experience of working with clients using English, 
proficiently, as a second language. The two themes that emerged were: (a) separation 
and distance, and (b) connection, an extra effort. Consequently, it seems that therapists 
found it difficult to feel close or connected to their bilingual clients, although no 
language barrier existed. The findings of this study provided an insight into some of 
the difficulties that therapists might encounter while working with linguistically 
diverse clients. However, its focus on the experience of psychodynamic therapists, as 
well as the psychodynamic interpretations of some of the themes, might discourage 
practitioners from other perspectives from using its findings when working with 
linguistic difference.
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In another qualitative study, which approached language difference from the 
therapist’s point of view, Stevens and Holland (in preparation) studied British 
therapists’ experience of working in English with clients whose native language was 
not English. Their participants had worked with non-native speaking clients whose 
command of English varied. They also looked into the strategies upon which the 
therapists relied, in order to bridge the language gap. Therapists’ experience was 
strongly related to the therapeutic relationship and the factors that threatened its 
integrity (fragmenting factors) versus the factors that enhanced it (integrating factors). 
The methods they employed to overcome the gap fell under the following themes: (a) 
identify the gap, (b) acknowledge the gap, (c) minimize the gap, (d) maximize the 
advantages of the gap, (e) tolerate the gap, (f) use their therapeutic skills, and (g) work 
harder.
Nevertheless, as the research in the domain of linguistic matching and mismatching is 
very limited, practitioners’ understanding of the implications that language has on the 
therapeutic process and outcome can only be tentative. There is indeed a considerable 
need for research regarding the ways in which language affects the therapeutic 
relationship and therapeutic outcome because we live in a world that is becoming 
more and more multicultural and diverse. Linguistic matching between the therapist 
and the client is not achievable in most cases. Thus, the examination of the difficulties 
that exist in the cases of linguistic mismatching and the investigation of ways to 
surpass them has become even more pertinent.
This lack of research leaves us in an unclear position. As professionals, we are 
expected to help and accommodate the needs of linguistically diverse clients without 
really knowing how. With this study, we attempt to provide findings that will help 
therapists (clinical psychologists, counselling psychologists, psychotherapists, 
counsellor and any professionals that provide any kind of talking therapy) to 
understand better and work more efficiently with linguistically diverse clients. We 
will, therefore, try to identify some skills and therapeutic tools therapists could 
employ, in order to overcome any language boundaries. So, we have decided to 
conduct a qualitative study which focuses on therapists’ experience of working with 
linguistically diverse clients. In this way we hope to acquire some insight into the way
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therapists have managed to overcome any difficulties they might have faced in their 
work with these clients. The research questions we will address are the following:
■ What was therapists’ experience of treating linguistically dissimilar clients?
■ What difficulties did they face if  any?
Method
Participants
The inclusion criteria for participation were White British therapists who had: (a) at 
least two years of experience practising therapy, which is considered as enough time 
to gain appropriate experience, and (b) experience of treating on a one to one basis 
linguistically diverse White clients. We decided to use White participants that have 
worked with non-native English speaking White clients in order to minimize any 
confounding variables related to colour/racial differences. This is an exploratory study 
and, as a result, no restrictions were placed on their theoretical orientation.
Participants were recruited through: membership in professional bodies (British 
Psychological Society and British Association for Counselling and Psychotherapy) 
and word of mouth.
Participants were 8 practising therapists, 6 women and 2 men, aged from 36-63 years 
(mean of 56,13; standard deviation o f48,84). They all described their ethnicity as 
White British. Their years of experience ranged from 2.5-25 years. Three participants 
described their therapeutic approach as integrative, 2 as systemic, 2 as psychodynamic 
and 1 as existential. Of the participants, 3 were working privately, 3 both privately and 
in the National Health Service (NHS), and 2 only in the NHS. They were all either 
currently offering individual therapy, in English, to non-native White clients whose 
English was fluent, or had previous experience of doing so. Participants’ names have 
been altered to preserve confidentiality.
Interview Schedule
Data were collected through semi-structured interviews. This form of data collection 
was chosen because it would allow the researcher to be flexible in relation to the 
questions and their sequence, as well as the time and focus that each question was 
given (Arksey & Knight, 1999). In this way, the researcher could follow the
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participants’ phenomenology by allowing them to lead the discussion to areas of the 
research topic that seemed to be of particular interest to them (Langdridge, 2004).
The interview schedule consisted mostly of open-ended and non-directive questions 
based on the research aims and relevant literature. It commenced with more general 
questions and continued with more specific ones (see Appendix B). A key informant 
was asked for his opinion as part of the process of developing the interview schedule. 
The key informant was an independent researcher, who was also delivering one to one 
psychotherapy, and had experience of working with clients that were non-native 
speakers. He offered valuable feedback from an insider’s point of view on the format 
and appropriateness of the interview schedule.
The format of the interview schedule and content were intended to elicit participants’ 
unique experiences, as well as allow them to disclose and discuss the material that 
they felt was more relevant and significant (Smith et al., 1999). A pilot interview was 
conducted that did not lead to any major changes to the interview schedule. 
Nevertheless, the interviewer felt that her lack of experience in interviewing 
participants did not allow her to keep the interview focus on the research topic and the 
participant talked mainly about his experience with refugees that did not have a good 
command of English and were not White. As a result, the data fi*om this interview 
were not included in the analysis.
Procedure
After ethical approval was obtained (Appendix C), participants were sent a letter 
introducing the researcher and describing the aims and procedures of the study (see 
Appendix D). In this letter they were, also, assured of confidentiality and their right to 
non-participation or withdrawal at any point of the study. They were given the 
information that the study would attempt to examine therapists’ experience of treating 
clients from different linguistic backgrounds. However, in order to minimise any 
predispositions, they were not informed of its particular focus on the difficulties 
created from the language difference and the ways employed to overcome them.
The face-to-face interviews were conducted by the researcher and lasted fi*om 50 
minutes to two hours. They took place at the participants’ place of work and were tape
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recorded. They were preceded by a consent form (see Appendix E) and a demographic 
questionnaire (see Appendix F). At the end of the interview all the participants were 
encouraged to ask questions. Additionally, they were informed about the specific aim 
of this study and the reasons it could not be revealed before. At that point, they were 
given the opportunity once more to withdraw their data from the study, if  they wanted 
to. The interviews were transcribed by the researcher (see Appendix G for an 
example) and all personal information regarding participants or other people were 
omitted for reasons of confidentiality.
No apparent harm or distress was caused; nonetheless in any case the researcher 
contacted the participants shortly after the interview to make sure that it did not have 
any negative implications on their psychological health and that they did not have any 
reservations in relation to their participation in the study.
Analvtic strategv
Data were analysed using interpretative phenomenological analysis (IPA) (Smith, 
Jarman & Osborn, 1999), an approach that is both phenomenological and 
interpretative. This means that it views the analysis as the product of an interaction 
between the participants’ perceptions and the researcher’s understanding (Touroni & 
Coyle, 2002). The focus is on the subjective meanings individuals attach to issues and 
events, acknowledging at the same time the researcher’s interpretative role in doing 
the analysis (Flowers et al., 1998). It is expected therefore that, through intensive 
engagement with the data and participants’ accounts, meaningful interpretations can 
be achieved about their experience and their ‘sense-making’ of this experience (Smith 
& Eatough, 2006).
This method was perceived to be the most appropriate for this study’s focus on 
participants’ experience in working with linguistically dissimilar clients since we were 
interested in the participants’ views and their phenomenology. It could lead to a more 
in-depth understanding of each participant’s experience and its representation in main 
issues/themes (Dallos & Vetere, 2005). Other methods of qualitative analysis were 
also considered, such as grounded theory and thematic analysis. They were discarded 
because: (a) the aims of the study did not involve the building of a theory which is one
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of the main objectives of grounded theory and b) a pure thematic analysis was not 
perceived as sufficiently experiential or interpretative to meet the research aims.
The first step in the data analysis involved reading the transcript repeatedly. The key 
words, phrases, expressions and explanations that participants used were carefully 
identified and noted on each transcript. Summaries of the content were also made, as 
well as preliminary interpretations and connections between different aspects of the 
transcript based on the role and impact of language. Then, in each transcript these 
notes were brought together to produce initial themes. The researcher tried to ensure 
that these themes captured the essence of each participant’s account as closely as 
possible. The next step involved the identification of recurrent patterns among the 
initial themes of all the transcripts, which led to a final set of main themes. The links 
between the main themes and the transcripts were checked again at this point, in order 
for them to reflect participants’ experience. The main themes and the remaining sub­
themes were then ordered in such a way as to formulate a logical and coherent 
narrative.
Such analysis is characterised by a high degree of subjectivity coming from the 
researcher’s interpretations and frame of reference. In the present study the fact that 
the researcher is a female counselling psychology trainee, at her second -  
psychodynamic -  year of training, coming from a Greek cultural and linguistic 
background was expected to enable her to be sensitised to different aspects of the data 
and analysis. This, together with her willingness to sustain a respective interpretative 
position informed by openness and curiosity, was anticipated to enrich the analysis. 
Nevertheless, she also had to keep in mind and reflect on the fact that at the time of 
the research, she was receiving personal therapy in her second language, which is 
English, by a White British therapist. This was expected to inevitably shape her 
interpretations and affect her analysis (see Appendix H for researcher’s personal 
reflections).
The focus of this type of analysis on researchers’ subjectivity, and not on their 
objectivity and disengagement from the analytic process, creates difficulties for its 
evaluation by traditional criteria for evaluating research quality (e.g. reliability). As a 
result, the evaluation of this study was made based on the alternative evaluative
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criteria for qualitative research proposed by Elliott et al. (1999). By referring to and 
being aware of personal details that may have influenced her interpretations (as 
outlined above), the researcher was able to “own one’s perspective”. By providing her 
sample’s basic descriptive data, as well as some additional information relevant to the 
study, she also “situated the sample”. Furthermore, in order to assure the “coherent” 
representation and presentation of her findings, at the beginning of her analysis, she 
presents a table with the different themes and sub-themes, as well as a data-based 
story/narrative. Finally, the themes and sub-themes were “grounded in examples” of 
the data and were checked by another researcher (her supervisor) for credibility 
purposes.
Results
The analysis yielded four key themes that were consistent across the majority of 
participants’ accounts:
■ Working with non-native English speaking clients can create difficulties
■ Implications for the therapeutic work
■ Language difficulties can be overcome
■ F actors affecting therapists ’ experience of language difference
Such consistency was noteworthy given the participants’ breadth of experience and 
richness of personal accounts. The key themes and their sub-themes (see Table I) 
seemed to capture and make sense of participants’ experiences. Nevertheless, it is not 
suggested that they represent distinct, independent entities. They are rather heuristic 
organising categories with a degree of overlap. Due to word constraints, it would be 
difficult to present all the themes in great detail. We will therefore focus on the themes 
and the sub-themes that provide answers to our research questions or seem important 
in contextualising participants’ experience. However before we move on to a more 
detailed presentation of the selected themes and sub-themes, we are going to offer a 
data-based narrative of all the findings as a general orientation to what came up from 
our analysis as a whole.
125
Table I. Themes and sub-themes
Working with non-native English speaking clients can create difficulties
Variety of difficulties
Ambivalence about the significance of these difficulties 
Difficulty to separate language fi*om culture 
Implications for the therapeutic work 
Slowing down the therapeutic process 
Therapeutic relationship goes beyond language 
Language is not able to inhibit good therapeutic outcomes 
Language difficulties can be overcome 
Ways to overcome them
Role of therapists’ training and previous experience 
Therapists’ responsibility to find a way around language difficulties 
Factors affecting therapists’ experience of language difference 
Therapists’ openness to other languages and cultures 
Therapists’ intimate relationship with their native language
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To begin with, our participants’ accounts revealed that working with non-native 
English speaking clients can create difficulties (the parts in italics are the themes and 
sub-themes used to construct the narrative). All 8 of them referred to a variety o f  
difficulties and complications caused in their work with linguistically diverse clients. 
The first theme, even though answers our second research question, will not be 
discussed any further because it has been explored in previous studies (Stevens & 
Holland, in preparation; Bowker & Richards, 2004). Its appearance in the participants’ 
accounts, however, confirmed that language difference can be often problematic for 
the therapeutic work.
Most of the participants seemed to be ambivalent about the significance o f these 
difficulties. So, even though some of them stated at the beginning of the interview that 
the language difference has not posed any problems in their work, they contradicted 
themselves later on by referring to complications stemming firom this difference. 
Others that appeared at first quite certain that language difference was a considerable 
barrier in their work, during the interview found parallels between the difficulties 
created by language and the ones created by any other difference between themselves 
and the client (e.g. gender, religion, sexuality). It seems like this ambivalence mirrors, 
in a way, the inconclusiveness of the existing research in this area. It can also be 
linked to a certain extent to participants ' difficulty to separate language from culture. 
All of them expressed the belief that language and culture are interrelated. They found 
it hard to demarcate the difficulties created by the first from the ones created by the 
second, which also may have to do with the existing literature as it does not offer 
coherent definitions of the core concepts. All of them found cultural differences in 
values and associations as more striking than language differences. Furthermore, they 
all mentioned that sometimes they found greater difficulties working with English 
native speaking clients coming from a different culture (e.g. Irish, Canadians) than 
with non-native English clients.
When it came to the implications for the therapeutic work, all the therapists that 
participated in our research agreed that language difference can slow down the 
therapeutic process, but cannot affect the therapeutic relationship or the therapeutic 
outcome. Participants believed that the therapeutic relationship goes beyond language 
and that language is not able to inhibit good therapeutic outcomes. The second theme
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will be explored in-depth below' However, although the therapeutic relationship is 
mostly perceived as part of the therapeutic process, in this case it will be examined 
separately. The need for this separation arises from our data and previous research 
(Stevens & Holland, in preparation). In relation to the therapeutic outcome, which we 
will not explore in detail, all participants did not seem to associate it with language 
difference. They did not believe that the difficulties stemming from language were 
sufficiently important on their own to prevent them from helping their clients to 
achieve the therapeutic goals.
All of them also stated that language difficulties can be overcome. During their work 
with non-native English speaking clients, it seems that they have not allowed these 
barriers to prevent them from doing good therapeutic work. Each of them employed a 
variety of different ways to overcome them. It also appears that the role o f their 
training and previous experience were quite influential in their thinking about the 
seriousness of language difficulties. Most of them referred quite frequently to their 
training or previous experience, in order to explain their understanding of language 
difference and its impact. It seems that their therapeutic model of preference and past 
experience provided them with the insight, skills and techniques that made them 
approach language difficulties in a positive light. Furthermore, the majority of them 
shared the belief that it was their responsibility to find  a way around language 
difficulties. They believed that it was part of their role to be alert to language 
difficulties, in the same way that they should be alert to any kind of difficulties that 
appear in the consulting room. Furthermore, they saw it as their responsibility to refer 
the client to another therapist in the event that they did not manage to overcome these 
difficulties. The last two sub-themes are in accordance with existing findings (Stevens 
& Holland, in preparation) and therefore the will not further discussed.
Finally, as it emerged from the analysis, therapists ' experience o f language difference 
was affected by two factors’, their openness to other languages and cultures, and their 
intimate relationship with their native language. The last theme, even though it was 
not found in all accounts, is perceived as quite significant for the understanding of the 
difficulties that therapists might encounter while working with non-native speakers 
and it is explored further below.
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Extracts from participants’ accounts will be presented to allow the reader to assess the 
persuasiveness of the interpretations. The use of the terms non-native speaking clients 
or linguistically dissimilar clients refers to non-native White English speaking clients 
whose English is fluent. In the presentation of the data the following keys are used:
... : silence or hesitancy, [...]: omission of irrelevant material, (...) omission of 
personal details, []: explanatory words, direct quotations.
Implications for the therapeutic work
All participants’ accounts revealed that dealing with a second language in the 
therapeutic encounter slowed down the therapeutic process in a number of ways. It 
seems that working with non-native speaking clients induced them to work harder. 
Clients’ strong accents and the different structure of their first language prevented 
therapists from being sure that they had understood what clients wanted to 
communicate. As a result, they were more tentative and careful to offer 
interpretations.
“I suppose at the time it made me work more carefully and maybe thinking 
about it made me be less active in the session. I am assuming that maybe I was 
losing bits or I couldn’t make interpretations because perhaps I was thinking 
that the information were misleading and because I wasn’t clear of what was 
said I was more tentative.” (Kate)
“I had to pay more attention and not make any assumptions, which can be 
positive but also negative because, as when it comes to culture you might end 
up paying too much attention and be distracted from the client’s experience 
and ideas.” (Irene)
The above extracts illustrate how language difficulties can affect therapists’ practice 
in different ways. There is the sense that the difficulty in Kate’s communication with 
her clients made her feel somewhat disempowered and possibly even deskilled. She 
was not able to work in the way that she would normally do. Irene, on the other hand, 
seems to be more able to use this difficulty to reflect on her practice and the way that 
it can affect her insight into the client’s experience.
Participants also found that during the sessions, they were overly conscious about the 
way they phrased things in an attempt to minimize misunderstandings. This had as a 
result to have “more conscious conversations than unconscious and more directive
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ones which makes it more difficult to enter the unconscious” (Sharon). Sharon’s 
extract offers a link between this theme and the third theme by referring to the way 
participants’ training assists their understanding of language difficulties. Coming from 
a psychodynamic theoretical framework, Sharon felt that language difference was 
inhibiting unconscious communication.
Furthermore, the language difference was experienced by some participants as 
preventing non-native speaking clients from connecting with their feelings, as well as 
expressing them. According again to Sharon “they don’t have the conceptual language 
to express delicate feelings”, while Beatrice said:
“Because not only the things we are talking about are difficult to express in 
their mother language, but. . . i t  is difficult in their native language.. .yeah.. .to 
articulate and it is even more difficult to express them in another language that 
needs accessing through [internal] translation. It can remove them away fi*om 
their feelings. [...] It [the second language] creates different emotional 
charges”
This finding appears to support evidence that comes from the psychodynamic 
literature and wants the second language to function as a detachment mechanism, 
which prevents the client from coming in touch with difficult emotions (Perez-Foster, 
1998; Marcos & Urcuyo, 1979). However, what seemed to be consistent among all 
participants’ accounts is the confidence that “the process is still the process” and “at 
the end you will find the way, but it takes longer and you have to be more creative and 
inventive and keep trying in different ways” (Sharon). So, apparently all of them 
believe that, although language difference might slow down the process and create 
some problems, in the long term the process will take its course. It probably needs 
much more work on their behalf which might be something that puts them off or 
makes them feel insecure, but in the end, it seems that they have a lot of confidence 
that the process will find a way to unfold.
One of the beliefs that appear to resonate with all participants was that the therapeutic 
relationship transcends language. The 8 participants seemed to agree that the 
therapeutic relationship was not affected by language difference. As Steve said:
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“I don’t think that I ever thought: ‘Oh it was the language a barrier in 
achieving therapeutic goals or making relationship or being able to work 
efficiently’.”
Steve with this statement offers us an insight into his thinking about language. He 
does not find any links between language difficulties and the formulation of the 
therapeutic relationship or the achievement of a good outcome. At the same time, this 
statement, by bringing together the therapeutic outcome and the therapeutic 
relationship, offers a very good example of the way that themes and sub-themes seem 
to interconnect and overlap.
However, after the first readings of the transcripts it became apparent that each of the 
participants referred during their interviews, to difficulties that they have experienced 
in the formulation of the therapeutic relationship due to language issues. As Kate said: 
“I remember not wanting to ask all the time what he said, being afraid that it 
might interfere with the therapeutic relationship and what we were trying to 
discuss by keep clarifying what he said. That was an issue that I remember of 
being an issue.”
Nonetheless, when Kate was asked about her ability to formulate therapeutic 
relationships with non-native speaking clients she said:
“I think that connection goes beyond language. I would say that I had far 
poorer therapeutic relationships with people that spoke English as their first 
language and less connection than with people that didn’t speak English as 
their first language.”
Kate’s last statement also highlights all participants’ sense that sometimes it is easier 
to work psychotherapeutically with non-native speaking clients than with native ones 
implying that language often poses fewer problems for therapists than other issues.
Sharon also referred to language’s impact on the therapeutic relationship:
“The therapeutic relationship is not affected ftmdamentally. I mean the strong 
feelings are still there for both parts. However, it always feels as something of 
a barrier there. Occasionally... it feels that you can see through it... sometimes 
no... but always feels like this. But it doesn’t affect the therapeutic 
relationship. You can establish the therapeutic alliance at the conscious level 
like with anybody else.”
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So, it seems that somehow a contradiction exists and maybe participants are unwilling 
to admit that the therapeutic relationship can be occasionally affected by the language 
difference (Stevens & Holland, in preparation; Bowker & Richards, 2004). Sharon’s 
account especially shows in quite a vivid way this unwillingness since, on the one 
hand, she says that the relationship is not affected and, on the other hand, she talks 
about a connection that stays only at a conscious level, which given her 
psychodynamic background, is going against the therapeutic relationship (Jacobs, 
2004).
At the same time, participants when talking about the therapeutic process did not 
hesitate to talk about the fact that there were issues related to language like having to 
adapt to a slower pace or not being able to just “be” in the session. At the end, it 
appears that these issues did not have an impact on the process per se, which took 
place anyway, but there were difficulties. It seems that therapists were not ready to 
acknowledge in a similar way relationship issues that were inhibiting therapy. This 
hesitancy might be related to the fact that they see the therapeutic relationship as 
‘sacred’. All of them referred to it as a bond that they cannot comprehend cognitively 
most of the times. Nevertheless, it seems to enable their communication and 
connection with clients at many different levels. This hesitancy might also be related 
to external expectations at a time that there is a lot of discussion and research about 
the value and power of the therapeutic relationship as a tool that connects all the 
different approaches (Constantino et al., 2005; Clarkson, 1995; Horvath, 1994; 
Orlinsky & Howard, 1986).
It is interesting that a similar controversy was found in the theme about the 
significance of the language difficulties, because it is also a theme that carries many 
social expectations and political connotations. Some of our participants might have 
felt that for reasons of political correctness they should not say that they experienced 
difficulties when working with linguistically different clients. Others might have 
approached language difference through a prism of prejudice (Sherif & Sheriff 1969), 
which they were not comfortable to discuss.
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Language difficulties can be overcome
This theme encompasses the different ways that each of the participants used to 
overcome any language barriers that he or she faced during his or her work with non­
native speaking clients.
The majority of participants mentioned that during their work with non-native 
speaking clients they found themselves adapting their language in terms of 
vocabulary, pace and structure depending on the clients’ level of language.
“1 am aware that 1 change my language when 1 talk to these people. 1 mean if 
their language is fluent 1 don’t have a problem to talk in my normal way, 
otherwise 1 adapt to their level of language” (Irene)
The development of a ‘common language’ in the consulting room is a given for every 
therapeutic relationship (Burck, 2004). However, in the case of non-native speaking 
clients, therapists seemed to have the need to adopt to a parental role and start talking 
to them in the same way that a parent would talk to a young child who is still learning 
how to talk.
They also found themselves using more often the basic therapeutic skills like:
■ Reflection, mirroring, paraphrasing, clarifying.
It appears that therapists spent more time feeding back to their non-native clients 
their understanding of what had been said. This had a two-fold purpose: it allowed 
the clients to make any necessary corrections and showed that they really cared to 
understand what the clients wanted to convey.
“And 1 find that 1 spend more time in simple reflection and mirroring back 
what they say in my own... well probably with a lot of paraphrasing to show 
that 1 have actually understood them and cared.” (Alice)
Alice stresses the participants’ shared need to return to the use of the basic 
therapeutic skills in order to treat non-native clients. By this fashion, they might 
believe that they will be able to ground the therapeutic work on the solid basis of 
acceptance, understanding and care.
■ Empathising by focusing on common issues that go across cultures.
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In their attempt to understand in an empathie way what non-native clients were 
bringing in the room, some of the participants focused on their commonalities and 
shared experiences with other clients.
“Well I suppose the way that I connect with people is to sort of empathise and 
understand in so far... of issues that generally feel that everybody has in 
common... to do with you know things like attachment, loss and separation 
and fear of rejection and anxieties about one’s sense of self and scheme and 
dependency and all those sorts of themes which seem to be things which go 
across cultures.” (Keith)
Maybe in this way, therapists were able to turn an unfamiliar therapeutic situation 
into a familiar one, in order to manage working through it.
Some of the participants seemed to share the idea that language and words can 
sometimes get in the way of the therapeutic work both in the case of native and non­
native speaking clients. So, many times they tried to follow the flow of the 
conversation and not the words per se. It almost feels as they have the need to read 
between the lines of what clients say.
“So, I am trying to follow the conversation and what it is about, but at the 
same time not to be too caught in that or pay attention to that. The language 
itself takes too much of an emphasis instead of the conversation. I don’t know 
if you know what I mean.” (Kate)
Non-native speaking clients might not have the vocabulary or enough understanding 
of words in order to express themselves accurately, while native speaking clients 
might be too clever with words and remain at a cognitive level that will not allow 
them to visit difficult emotions. By making language the main focus, some of the 
therapists fear that other areas of the therapeutic work might be neglected.
It seems that participants on many occasions dealt with the language difficulty by 
using techniques that they would use anyway in order to overcome the difficulties that 
may arise during their work with clients. One of these techniques was being congruent 
by bringing the difficulty into the therapeutic room for discussion as soon as it arose 
(Meams & Thome, 2005).
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“I suppose from the way that I work and I can only talk for myself really I can 
be quite upfront really and from my experience it works for me to understand 
the clients... when there is a particular difference I generally raise it. I bring it 
into the room and we can have a discussion about it. That is mainly what I do.’' 
(Kate)
In this way the skeleton is out of the closet and can be used to enhance the process.
The idea that the communication with the client is multidimensional and takes place 
on many different levels also ran through all participants accounts. All of them 
referred to the importance of different types of nonverbal communication like tone of 
voice, facial expressions, body position, and silence. For some, using such ways of 
connecting held a prominent place in their practice, while for others they were just 
complimentary to verbal communication. The two participants that come from the 
psychodynamic paradigm also referred to unconscious communication.
“If I have got a second language at all is about learning the language of the 
unconscious which is one of the things I am trying to be in tuned with... the 
unconscious as a different way of communicating, the way that the 
unconscious tends to communicate with pictures or metaphors and things like 
that much more than anything else. That’s where I focus on in terms of 
language, the language of the unconscious if you see what I mean.”(Keith) 
Keith describes in a very vivid way how he communicates with his clients at an 
unconscious level, linking this theme with the theme about the role of participants’ 
training in their understanding of language difficulties. Unconscious communication 
is one of the main tools psychodynamic therapists use in their work (Jacobs, 2004). 
“There was a lack of spontaneity when working with non-native speakers but 
for me much of the communication comes anyway from body language” 
(Nina)
Nina refers to another type of nonverbal communication. She talks about the 
difficulties she faced at the beginning of her work with non-native clients and how 
body language probably worked for her as a source of information in relation to her 
clients, which she could not access at that early stage through verbal communication. 
This statement comes in agreement with research findings which indicate that
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perceptive therapists can respond to a range of nonverbal cues in order to understand 
their clients (Laungani, 2004).
Factors affecting therapists’ experience of language difference
Some of the therapists’ accounts revealed that there might be a link between their 
work with White non-native speaking clients and their relationship with or openness 
to other languages and cultures. The fact that some of the therapists had some 
knowledge of other languages or had lived abroad for a number of years seemed to 
make them very willing to work with non-native clients. Alice said:
“I am fascinated. If I wasn’t a therapist I would be an anthropologist. I am 
absolutely fascinated from people coming from different cultures and the 
sound of them. So, there are some things... and I know that this is a prejudice 
and something that I have to be careful about. I am almost prejudiced towards 
people that do have a foreign accent. It is almost something that I have to be 
careful.”
It appears that some therapists through their work with non-native speaking clients 
were able to connect with the features of their personality that made them live abroad 
or learn foreign languages.
Other therapists experienced feelings of defensiveness and self-consciousness, 
because of the language difference.
“I think that I have been a little bit blind to maybe differences between that 
and the language differences which I think I tend to cross over because I am 
little defensive about that because I am familiar that I don’t know... I feel 
vulnerable because I feel that I am not strong in languages. I did French at 
school and I spent a good many years studying French and very little happened 
in terms of being able to speak (...), which is a bit of disappointment really 
and I feel a bit sensitive about the fact that I haven’t been able to develop skills 
in other languages apart from English.” (Keith)
This finding supports existing evidence which suggests that therapists might 
experience a sense of inadequacy or envy when it comes to treating clients that have a 
very good command of a second language (Bowker & Richard, 2004).
136
An issue that was quite intriguing in some of the participants’ accounts was their 
intimate relationship with their native language. It was important not only in terms of 
their practice but also of their everyday life. It seemed that their native language 
carried a lot of meaning. It feels like it is embedded in their identity in a quite 
prominent way. The way they spoke English and their rich vocabulary was a source of 
pride and satisfaction.
“[...] because anyway my emotional language is quite developed” (Irene) 
Therefore talking to non-native speakers could create some frustration stemming 
mainly from their pronunciation. Some of them seemed more aware about that during 
the interview while others not so much. Sharon said:
“I know that for me it is more of a problem than others. I find myself put off 
having conversations with people having heavy accents. I have to work very 
hard to get past the accent. Once I have been used to it, it is ok but at the 
beginning it is very difficult”
When questioned about her explanation regarding this difficulty she said:
“I don’t have an answer. Maybe it has to do with how important language is 
for me. Maybe it has to do with my need to take in ‘ideal’ language that is 
seamless and the idea of someone with a heavy accent goes against it”.
Steve described during the interview the following experience with one of his clients: 
“I worked with a (...) lady that lived in this country for 10 years and she was 
in a relationship with an English guy and she used to use wonderful English 
colloquial with her very heavy (...) accent but I found it very amusing and it 
would always struck me as very amusing and what she has absorbed from the 
language.”
So, there is a sense of artificiality, a perception maybe, that the attempt of a non-native 
speaker to use expressions and nuances that show a very comfortable command of the 
foreign language is almost unnatural. Theories about identity in relation to social 
membership (Branscombe et al., 1999) and about in-group favouritism (Turner & 
Giles, 1981) might be helpful for a tentative understanding of the way social 
parameters might influence the therapists’ internal processes when it comes to non­
native speakers.
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However, the above issues did not seem to prevent therapists from working effectively 
with non-native clients, even though more effort was involved, as well as a sense of 
having to compromise when it came to the way they spoke and worked.
“It has to do with developing a shared language with each client and to a 
certain extent this shared language is the therapist’s language that helps the 
patient to be socialized in the language of psychotherapy... especially for first 
time clients. So, it is difficult with non-native speakers because I feel that I 
have to compromise my language especially with not so fluent patients. It is 
me that has to go more towards them... although having said that it is not such 
an issue with [non-English] fluent speakers.” (Sharon)
Sharon in this extract manages to capture the complexity of the therapeutic work with 
linguistically diverse clients. She offers a rich illustration of the intricate way the 
therapeutic relationship can be affected by the reverse of roles and responsibilities 
between the therapist and the client.
Overview
The present research sought to qualitatively explore the experience of White British 
therapists offering personal therapy in English to White clients whose first language 
was not English, even though they were fluent in it; particularly any difficulties that 
emerged and how therapists managed to overcome them. Despite the diversity of the 
participants’ backgrounds and theoretical orientations, the main themes in the 
accounts of their work with non-native White speakers appeared very similar. Each of 
the 4 major themes was found in the interviews with at least 5 of the 8 participants and 
3 of them in interviews of 7 of the participants. Our findings illustrate the implications 
of language diversity in therapists’ practice and feelings. They suggest that language 
diversity can: (a) create difficulties in therapists’ work, (b) affect different aspects of 
the therapeutic work, (c) make them employ a number of ways to overcome the 
language barriers, and (d) trigger issues related to therapists’ openness to other 
cultures and/or their relationship with their mother tongue.
Although the number of participants used for the present study might appear small, it 
conforms to the number of participants (6-8) for IP A work recommended by Smith et 
al. (1999). The sample cannot be considered as representative of British therapists
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who have treated non-native White speakers. Nonetheless, having a representative 
sample is not what most approaches to qualitative research attempt to achieve. On the 
contrary, they aim to analyse the accounts of a small number of participants in-depth. 
Any findings coming from this type of analysis are specific to that group and any 
attempt to be generalised can only be tentative.
The findings of the present study overlap to a certain extent, with evidence coming 
from previous research (Stevens & Holland, in preparation; Bowker & Richards,
2004). It showed that working with clients who use a second language in the 
therapeutic room, regardless of their level of fluency, can create difficulties. The range 
of these difficulties was found to be quite wide and to affect different aspects of the 
therapeutic work. It seemed that the participants employed similar ways to the 
participants of previous studies (Stevens & Holland, in preparation) in order to 
overcome the language barriers. At the same time, the language difference led them to 
experience a variety of positive and/or negative feelings that have also been 
experienced by participants of previous studies (Stevens & Holland, in preparation; 
Bowker & Richards, 2004).
Our findings, however, have also offered some new insight in the issue of language 
diversity in the consulting room. They showed that all of our participants considered 
language difficulties manageable. This confidence is a fascinating new finding for all 
qualitative research in this area. Our findings also suggest that, although language 
difference can create complications for the therapeutic process and the therapeutic 
relationship, participants appear quite certain that, on the whole, it does not affect 
them fundamentally or prevent them from doing effective therapeutic work. Finally, 
there is the suggestion that our results might have introduced a new parameter to the 
landscape of language diversity in therapy. This parameter is related to therapists’ 
relation to their native language and how treating a client that cannot ‘defend’ or 
‘represent’ this language in a flawless way makes them feel.
One of the limitations of this study is the fact that the researcher is a non-native 
speaker. We believe that this is something that has shaped the findings of the present 
study not only through the analysis and the interpretations, but also through the 
interviews and the data collection. We think that the fact that English is her second
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language has probably affected the participants’ input, although the findings overlap 
to a certain extent with the findings of studies that were conducted by native speakers 
(Stevens & Holland, in preparation; Bowker & Richards, 2004). It can be argued that 
participants might have avoided taking a stronger position on the topic or express 
themselves as freely as they would have liked out of respect to her diversity.
Another limitation is that our sample involved only White participants that have 
worked with non-native White speakers in English. Future research could incorporate 
participants coming fi*om a more varied linguistic and cultural background. 
Furthermore, participants’ narratives may not be isomorphic with the experiences they 
describe due to memory distortions, recall difficulties or the interview context. As a 
final point, due to word restrictions, this study was able to mainly explore in detail 
only the themes and the sub-themes that were related to the research questions. As a 
result, a number of noteworthy themes and sub-themes were not presented. For 
example, we believe that a more detailed presentation of the sub-theme about the 
impact of language diversity on the therapeutic outcome would be of great value, 
especially since our findings seem to contradict the majority of the findings coming 
firom the area of quantitative research.
Qualitative research contributes to the advancement of knowledge mainly through a 
series of detailed, usually small-scale, complementary studies (Touroni & Coyle, 
2002). Consequently, the present study can be seen as adding more data to a growing 
body of knowledge involving the role of language diversity in the consulting room. 
Possible fijture work could build upon and extend the findings of this study, as well as 
the findings of other relevant studies (Stevens & Holland, in preparation; Bowker & 
Richards, 2004) and offer additional insights or even a different version of the story 
about language diversity and personal therapy.
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APPENDIX A  
Instructions for Authors
The instructions below are specifically directed a t authors tha t wish to submit a manuscript to 
Counsellins Psycholosy Q.uarteriy. For general information, please visit the Publish With Us section 
of our website.
1. General guidelines
• Papers are accepted in English only. American or British English spelling and punctuation is 
accepted provided that usage is consistent throughout the text.
•  A typical article will not exceed 5,000 words. Short communications and case reports for 
rapid publication are limited to  four journal pages (approximately 2,000 words including 
tables and references). They can cover matters of topical interest or work in progress. Papers 
that greatly exceed this will be critically reviewed with respect to length. Authors should 
include a word count with their manuscript.
• Manuscripts should be typed on one side of the paper, double spaced, with margins of a t 
least one inch. All pages should be numbered.
• All the authors of a paper should include their full names, affiliations, postal addresses, 
telephone and fax numbers and email addresses on the cover page of the manuscript. One 
author should be identified as the Corresponding Author.
• Manuscripts should be compiled in the following order: title page; abstract; keywords; main 
text; acknowledgements; appendixes (as appropriate); references; table(s) with caption(s)
(on individual pages); figure caption(s) (as a list).
• The second page should repeat the title, and contain an Abstract of not more than 200 
words. Each paper should have 3 to 5 keywords. The third page should repeat the title  as the 
heading to the start of the main tex t of the paper.
• Section headings should be concise.
• Please supply a short biographical note for each author of no more than 100 words.
• For all manuscripts non-discriminatory language is mandatory. Sexist or racist terms should 
not be used.
• Authors must adhere to SI units. Units are not italicised.
• When using a word which is or is asserted to  be a proprietary term  or trade mark, authors 
must use the symbol ® or TM.
2. Style guidelines
Description of the Journal's article style 
Description of the Journal’s reference style. Quick guide
Any consistent spelling style is acceptable. Please follow the APA Manual for punctuation.
This journal requires a short paragraph of bibliographical details for all contributors.
A Word tem plate is available for this journal (please save the Word tem plate to your hard 
drive and open it for use by clicking on the icon in Windows Explorer).
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If you have any questions about references or formatting your article, please contact 
authorqueries@tandf.co.uk
3. Figures
• It is in the author s interest to provide the highest quality figure format possible. Please be 
sure th a t all im ported scanned m aterial is scanned a t th e  appropriate resolution; 1200 
dpi for line art, 600 dpi for grayscale and 300 dpi for colour.
• Figures must be saved separate to text. Please do not embed figures in the paper file.
•  Files should be saved as one of the following formats: TIFF (tagged image file format), 
PostScript or EPS (encapsulated PostScript), and should contain all the necessary font 
information and the source file of the application (e.g. CorelDraw/Mac, CorelDraw/PC).
• All figures must be numbered in the order in which they appear in the paper (e.g. figure 1, 
figure 2). In multi-part figures, each part should be labelled (e.g. figure 1(a), figure 1(b)).
• Figure captions should include keys to  symbols and must be saved separately, as part of the 
file containing the complete tex t of the paper, and numbered correspondingly.
• The filename for a graphic should be descriptive of the graphic, e.g. Figurel, Figure2a.
4. Tables
These should be typed on separate sheets and their approximate position in the tex t should be 
indicated. Units should appear in parenthesis in the column heading but not in the body of the table. 
Words or numerals should be repeated on successive lines; ditto' or do' should not be used.
5. Reproduction of copyright material
Contributors are  required to  secure permission for th e  reproduction of any figure, table or 
extensive ex tract (more than fifty words) from th e  te x t of a source th a t is copyrighted or owned 
by a party o ther than Taylor & Francis o r th e  contributor. This applies to direct reproduction as 
well as ‘derivative reproduction', where the contributor has created a new figure or table th a t derives 
substantially from a copyrighted source. Authors are themselves responsible for the payment of any 
permission fees required by the copyright owner. Copies of permission letters should be sent with the 
manuscript upon submission to the Editor(s).
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APPENDIX B 
Interview Schedule
Thank you for agreeing to participate in this interview. As you already know, from the 
letter I have sent you, the purpose of my research is to explore therapists’ experience 
of Working therapeutically with clients that English is not their first language.
I have some questions, but I prefer to ask them later.
First I would like you to tell me:
What is your experience of working with clients that are not English native speakers? 
What comes first in your mind?
If difficulties are mentioned:
Can you tell me some more about the difficulties you face in your work with them?
In your opinion what was language’s impact on your experience?
If difficulties are not mentioned:
Are you satisfied from your work with these clients?
Do you think that the therapeutic goals were achieved?
If yes:
Did you find any difficulties in achieving them?
What type of difficulties?
If language is not mentioned:
Were these difficulties associated in any way with the language difference?
If no:
Why do you think the therapeutic goals were not achieved?
If language is not mentioned:
Do you believe that the therapeutic work was influenced in any way by the 
language mismatching?
How important was language’s role in your work?
What was language’s impact on the therapeutic process?
What was language’s impact on the therapeutic outcome?
In what ways do you think that language influenced the therapeutic relationship? 
How did you attempt to overcome any difficulties that language created?
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Do you believe that you managed to overcome them successfully?
Are you willing to work with clients that English is not their first language in the 
future?
What would you do in a different way?
I don’t have any more questions to ask you. Would you like to add anything that I did 
not cover?
How did you find the interview and the questions I asked you?
General prompts for further information:
Could you tell me a little more about it?
Could you explain that a little more just to make it clearer for me?
How did you feel about that?
Can you give me an example of that?
How do you make sense of that?
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Thank you for your submission of the above proposal.
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APPENDIX D 
Letter to participants
Dimitra Alexandra Lorentzatou 
Counselling Psychologist in Training 
School of Human Sciences 
Department of Psychology 
University of Surrey 
Guildford GU2 7XH 
Surrey
Dear Sir/Madam
My name is Dimitra Alexandra Lorentzatou and I am in my second year of the 
PsychD in Counselling and Psychotherapeutic Psychology at the University of Surrey. 
As part of my course, I am exploring therapists’ experience of working with clients 
who are receiving psychotherapy in a language that is not their native. I am interested 
in interviewing White British therapists who work on a one to one basis in NHS 
or/and private practice and have experience of treating white clients that are not native 
English speakers, although their command of English is very good. In addition, they 
do need to have been qualified for at least two years.
If you believe that you fulfil the criteria for participating in my research, I would like 
to invite you to take part in it. If you do not, but you know of someone that does and 
who might be interested in participating, I would be more than grateful if you could 
inform him/her about this study.
The therapists who agree to take part will be expected to participate in a one to one 
interview with me. This interview will last about an hour and will be carried out at a 
place and time that is convenient for them. It will be, also, tape-recorded and 
transcribed by me. All information gathered during this research will be kept strictly 
confidential. In addition, all information about the participants will be altered in such 
a way that they will not be recognised from it. All data will be treated in accordance 
with the 1998 Data Protection Act. The data collected from the interview will be used 
for my Doctorate course. The consent forms, the recordings and the transcripts will be 
kept in a secure place, while recordings will be erased after the paper has been 
submitted.
If, at any point, you decide that you do not want to continue with the study you may 
withdraw without offering any explanation. If you have any queries about this study or 
would like to participate in it please contact me via the above address or my e-mail 
(d.lorentzatou@surrey.ac.ukV
Yours Sincerely
Dimitra Alexandra Lorentzatou 
Counselling Psychologist in Training
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APPENDIX E
Consent Form
■ I the undersigned voluntarily agree to take part in the study on therapist’s 
experience of working with clients, who receive therapy in a language that is 
not their native.
■ I have read and understood the letter sent to me for the above study. I have 
been given a full explanation by the investigators of the nature, purpose, 
location and likely duration of the study, and of what I will be expected to do. 
I have been given the opportunity to ask questions on all aspects and have 
understood the information given as a result.
■ I understand that all personal data relating to volunteers is held and processed 
in the strictest confidence, and in accordance with the Data Protection Act 
(1998).
■ I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
■ I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of volunteer (BLOCK CAPITALS)
Signed
Date
Name of researcher (BLOCK CAPITALS)
Signed
Date
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APPENDIX F 
Demographic Information
Male
Age:
Female (please tick as appropriate)
Ethnicity:
Education/Training:
Length of time practising as a psychotherapist:
Preferred therapeutic model:
Psychodynamic/Psychoanalytic 
Humanistic 
CBT 
Systemic
Eclectic/Integrative 
Other (please state)
(please tick as appropriate)
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APPENDIX G 
Example of transcript
I; First of all thank you for participating in my research. As I said in the letter it has to 
do with exploring the experience of therapists that have worked psychotherapeutically 
with clients that English is not their first language although they have a very good 
command of it. I have some questions in mind but I would like to start by asking you 
what comes first in mind when I am saying working with White clients that English is 
not their first language.
A; I mean I suppose I find it quite interesting that I can see why you might narrow it 
down, but I have actually worked with refugees, people of all kinds of different 
nationalities and colours of skin, as well as my sort of thinking is that sometimes 
because English speakers actually have much different cultures... that sometimes 
some of my greatest difficulty has been working with somebody who is a Canadian 
and I make assumptions about their culture because they speak English with such 
facility and also of course most of the things that we really talk about anyhow are so 
inward that I could not possibly know even if you were a native speaker of English 
whether we still meant the same thing about what we were talking about. In fact 
therapy... that’s why is so subjective. So, these are my first thoughts.
I: And when it comes to your experience working with these clients, how did you find 
your work with them?
A: I always find it interesting because of course it makes me look at my assumptions 
and having sort of lived abroad and also because I don’t know my own ethnicity there 
is something there that is sort of quite interesting about exploring other people’s ideas 
about where they come from, what’s their culture, the idea of home, the idea of culture 
and I think existentialism, I have trained in other things, as well, but I think 
existentialism is actually particularly useful for that because I think helps the 
exploration of values and beliefs and that sort of things.
I: If you don’t mind when you say that you don’t know your own ethnicity?
A: Mmhh
I: So you wouldn’t refer to yourself as British?
A: I do because I was brought up as White British but my actual... my cultural 
background is a bit... is a mixed background that is only basically British, but where 
is my ethnicity...
I; Do you think that when you worked with clients that English was not their first 
language you were able in a way to achieve the therapeutic goals? Are you satisfied 
from your work with these clients?
A: I am but where I sort of... well it depends on what you think is ‘therapeutic goals’. 
If you mean their goals then hopefully I was useful in a sense, but I am very aware
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also as a tutor that very often people talk about their goals as therapists and I hope I 
could differentiate between those and go towards the clients’ goals and... am I 
satisfied? I don’t know. It may be that because I make less assumptions about the 
person then there could be actually a greatest depth of understanding and perhaps I’ve 
been more insightful than perhaps with someone who is more obviously akin to 
myself.
I: So you believe that the difference when it comes to language was helpful when you 
were working...
A: Well I suppose language in itself is obviously difficult but I am more aware of the 
difficulties when the person is not using their first language and I think also makes me 
quite sensitive to the nonverbal language as well. So, I was maybe more able to pick 
up dissonance between the spoken and the nonverbal language. Is something else to be 
worked with I think.
I: So, you found yourself more alert in other types of communication.
A: Exactly.
I: And when you mentioned that there were sometimes difficulties because of the 
language... Can you tell me some more of the difficulties that you found when you 
were working with these clients?
A: I think there is very often great difficulty around what is a family. I might say my 
family and mean one thing and for other people is not just who actually belongs to a 
family, but you know all the matters of honour because of the family. The British will 
not necessarily speak about families different from say normal White British ideas 
about what family might means.
I: So, when it comes to language and your work with these clients you think that the 
difficulties were more around the meaning that they were giving to some concepts.
A: Oh well sometimes there are real difficulties and particularly I have an (...) client 
and sometimes his English is so poor that I am not sure what tense he is talking in.
You know the way that we are talking about something that has just happened or 
something which is happening and these sort of things. So, of course there can be real 
conftision and that can be messy for the understanding. Yeah sure...
I: Any other difficulties that come in mind when the language is not something in 
common?
A: Well there are always difficulties about the most objective things about you 
know... does somebody means the same thing by love or hate or anger or whatever, so 
that is something that looks like perfect in the surface but I don’t think that you can 
never know whether or not... I mean there is an enormous amount of things which we 
can’t be sure we have understood unless we understand it but there are times that we 
are being polite or just say that someone has become so fed up that just want to move 
on. I mean there are all sorts of possibilities. It is never possible to know if you have
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understood somebody. You may have a gut reaction and things like that and you really 
think that you have got this and that but you don’t know so you really work in the dark 
area of working in the unknowing state.
I: What role does language play in your practice?
A: I mean... I think that is an interesting question and I find it very difficult to know. I 
mean I never have thought about that coming from a psychological sort of background 
that what we really think is much more about the difficult presence of somebody than 
the actual wording that they use. But I think that certainly at a different kind of level I 
don’t know whether it is so much about training or that the difference is in the 
language and that’s all. And I think we got then to ignore other ways of knowing 
things but I can’t really say “Oh it is 50% this” or I don’t think I could. I suppose 
when I really notice it, language, is when I am in difficulty with it and I think also that 
it is definitely possible because I have used other ways of people talking to me. So I 
think that when there was a problem... I had people drawing pictures or actually act 
something out, I am trained in Gestalt as well, and when they actually want to act up 
something they can and I feel actually that this is the way sometimes to overconie 
language deficits.
I: Do you use these techniques with clients that English is their native language, as 
well?
A: Oh yes yes! Particularly actually with people who are too clever with language 
because sometimes that actually forms a curtain between us so sometimes is quite 
interesting to try to get somebody who say is highly intellectual to actually do 
something which is more of a nonverbal way of communicating. Other things come 
up.
I: That’s interesting because it seems that you draw a parallel between clients that 
maybe have some difficulties in expressing themselves in English and clients that they 
are very capable in expressing themselves in English.
A: Well whether they express themselves is another matter. They maybe talking with 
great facility but in actual fact managing not to talk about themselves, while 
somebody who is struggling with their language might be talking much more about 
themselves than somebody who has come here knowing enormous amount of theory 
but in matter of fact you are sensing that you will never get to see them.
I: And I wonder if you feel that you are able to connect with these White clients that 
English is not their first language.
A: I like to think of myself as actually connecting quite well. I think that some of that 
comes fi*om living in other countries where I didn’t speak the language very fluently.
In (...) the common language is a very difficult one and when I first went there I 
wasn’t able to speak. I mean I know (...) by living in (...). So, I think that sometimes 
my own experience finding very difficult to communicate verbally actually helped me.
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I: How much do you think that language affects the therapeutic relationship in 
general?
A: Well it depends on whether you mean that is my ability to speak to them or their 
ability to speak to me. If it is a two-way street, it is probably absolutely necessary that 
my clients feel that I have understood them. Whether that means understanding of 
their verbal language or something else I think is virtually immaterial.
I: And actually from your personal experience do you feel that language has affected 
your work with White clients that English was not their first language?
A: It has to. I actually spent much more time, time to try to figure out if I have 
understood them or not and in some respect that makes it richer rather than poorer. I 
don’t think that it is as simple as saying because there is a language difficulty or 
deficit or something that makes therapy easier or harder. I don’t like that actually. I 
think that understanding is always a struggle to feel that you certainly know and some 
of it is about the client’s ability actually to be self-reflective and speak the language. I 
don’t think that I could work completely without language. I have actually tried. I 
have sometimes worked with translators. But I have worked with people that were 
refugees and in country for only 6 months therefore with quite minimum language and 
they have still been essentially communicative. I don’t think that you can ever know 
how well we communicate.
I: When you compare the work that you do with such clients with the work that you 
do with native speakers do you find a difference in the quality of the work or the 
therapeutic process?
A: Well I suppose... I think it varies across people and you know for native speakers 
there may actually be a lot of things that I am assuming about them and leave 
unexplored like their beliefs and value system and that sort of things. I can think quite 
easily “Oh we must share something” and therefore I don’t need to explore but in 
existentialism you should take value system and belief system as a very important part 
of life and it is much more obvious sometimes that somebody is living very much 
outside their culture and I get... even with my (...) client. He is shocked about some 
of the things that he sees in London because it is so against their value system and that 
makes me much much more sensitive towards what goes wrong for them and find so 
difficult in living in this country where I might make a lot of assumptions about native 
speakers. So, it is balancing against the fact that I will obviously loose because they 
will not be able to speak the language fluent enough but I think that it also keeps 
reminding me of other things that I need to explore which is actually much more 
important and some of the stories that people will come with that are native speakers 
and I may be involved in the story and forget that there may be much more basic 
things that need to be attend.
I: So, as a therapist you find it sometimes useful that you don’t share a common 
language and you are building from more basic things.
A: Yeah.
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I: And if you think back to the work that you did with these clients do you think that 
you were satisfied from your ability to connect and help them in comparison with 
native speakers?
A: I think that it can be very satisfying. I think that it can also be very difficult 
because are we comparing like with like? But I do find some resemblance and some of 
that might be because of my own experience and somehow it brings me to a time that 
I struggled with languages and that sort of things but again we are back to a kind of a 
grey area of whether it is for their benefit or my benefit.
I: What if we take both situations? What would you say? Was it for your benefit or 
their benefit?
A: I don’t think that it matters. I realised when I said that, that in actual fact it is very 
often that makes me feel good and actually helps my client at the same time so it is not 
necessarily any dissonance between that.
I: And from that point of view did you find the work satisfying enough in comparison 
with native speakers?
A: Oh yes. I found it very rewarding.
I: And when you found as you said that there were difficulties and the language was a 
barrier what did you do in order to overcome it?
A: Well I think that sometimes I can break down arguments in pretty simple language. 
I have also noticed that I use my hands and that sort of things... for example about the 
thing with the tense that we were talking about I often would go “Are we talking about 
the past or are we talking about the future?” [Waving her hands at the same time and 
emphasizing the words past and future]. So, using my hands or expressions sometimes 
might help. Sometimes it is not much of a problem. Or there is not something that you 
can do. But, I do try to... I hope that the client goes away feeling that I did at least try 
to understand them. And there will be times that you just have to give up and go “let’s 
talk about something else”. I often apologise and Iliterally apologise because I don’t 
speak (...) or (...) and this is my difficulty. Not their difficulty. I am not that good in 
languages.
I: Any other skills that you feel that you employed in order to overcome this barrier?
A: I don’t think so. I mean using their nonverbal behaviour and asking them to use 
other ways of expressing themselves and doing my best in trying to understand them. 
As I said I have used translators, which is really such a difficult thing. I have never 
worked really well with translators as far as I can remember when working with White 
nonnative speakers. It is far too difficult.
I: What did you find most difficult?
A: For some of them it has been ok but too often the translators themselves are not 
specifically psychologically minded, while if I was working in engineering I would
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have a translator specialised in that, so I might be working with someone that is 
almost unable to relate with the language that I am using because questions like “Are 
you angry with God?” and that sort of things might be too difficult concepts for them 
to get across. And also quite often the translators have their own value systems and 
that can get in the way. Their belief system when it comes to have an abortion or to be 
gay and you know hold a very strong value system and you can actually see it in their 
translation. I have one issue with a client that was a communist and the translator was 
coming from a quite strong Islamic background.
I: And you have mentioned something about finding a way to communicate and 
connect even with clients that their English is not so good.
A: There are times that you really feel one with your client speaking their native 
language or not. Hopefully this is truthful and these are really value relationships. I 
think that it is equally likely to occur to me both with an English speaker and a non- 
English speaker.
I: So, you don’t really find a difference when it comes to language.
A: None at all. Especially with Europeans that they come with a reasonable amount of 
English and that you can get to understand them to some degree. I mean I am also 
used to work with the other end of the scale where people are coming with very poor 
education from some non-European country where their English language is very 
difficult. And in those cases you end up with translators.
I: But when it comes to the Europeans?
A: Their language is very good. It doesn’t have to be grammatically pure, just able to 
convey the meaning and hopefully I will be able to use simple type of language and 
respond to them in a way that indicates that I have understood what they were saying.
I: So, it is very important for you that your clients, especially if English is not their 
native language, to feel that have been understood.
A: Oh yes. And I find that I spend more time in simple reflection and mirroring back 
what they say on my own... well probably with a lot of paraphrasing to show that I 
have actually understood them and cared.
I: And in comparison with your English clients do you find that you are able to reflect 
and respond to them in a way that shows that you have understood them, too?
A; Yes, I probably summarize more so I probably take less time and that sort of thing. 
But then I probably... I might miss nuances... I might miss questioning some of the 
things that I assume that I have understood. I think that you are right in that sense... I 
am very different in the way that I am aspired to work. I think that I need to show that 
I have some understanding or whatever of their cultural background and this demands 
a different way of speaking to them and also the part of realising that you have not 
understood them and really try then very hard to back off and become much much 
simpler to make sure that I am really getting what they say.
157
I: Can you tell me some more about this capacity to back off in these situations?
A: I think that this happens in all therapies. It is when I think that I have understood 
something and then I realise that there is something not quite right in what they said 
and then really and, it is very difficult sometimes, rub out everything and try to go 
back and see which bits you understood and which bits somehow didn’t and I think 
that sometimes a student would say that you somehow get an idea and hold on to it. It 
is very very definitely not their speaking that causes that process of unlearning sort of 
thing. No, I don’t think that... and being able to say “I am sorry that I didn’t 
understand you”, that sort of thing is my capacity to understand and not their capacity 
to say things properly.
I: Which you find in the long-term helpful for your work generally?
A: Yes, I think that the work that have done with refugees coming fi*om very different 
cultures actually informs my work that I do with my normal White British clients 
because I don’t assume so much. I actually have to remember that I don’t actually 
know what they mean by certain things. How they should be like parents or how they 
should bring up their children and these sorts of ideas and their belief system, their 
value system, the things that consists a person.
I: So, as a therapist you feel that your work with non-native speakers has enriched 
your practice.
A: Exactly.
I: And time-wise do you feel that you need more or less time with these clients to 
build the therapeutic relationship and the therapeutic process?
A: I think that time is actually also incredibly difficult. It is not such a problem with 
Europeans because they understand the European concept of time but I mean time in 
itself it can be an issue because it can be felt so ridiculous to other cultures and people. 
But the time it takes to build the therapeutic relationship... I suppose it takes longer. 
Yes but it is interesting that now that I really sort of thinking about it I don’t think that 
there is so much difference. For all therapists need to be sharp in building this 
relationship and it depend so much on the good will of the client as well. I would 
guess that it takes longer and it is interesting that it takes so much time and especially 
in something that has not to do so much with time. I am sure, and that’s interesting, 
that in the first few sessions to be able to get the working relationship going are 
probably three or four sessions where I have to constantly prove what I am capable to 
convey, what I want to convey.
I: Can you tell me some more about this proving?
A: I think that sometimes the proof is really nonverbal. It is something about my 
presence or something about my patience, my ability to convey my own capacity to be 
compassion or something, which I don’t think that it is that often something verbal. I 
don’t know how psychodynamic people do it, but I manage to express somehow
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myself nonverbally. But it is of course also about verbally proving that I am honest in 
being there.
I: And how do you manage to convey it nonverbally?
A: I think in any way that I can. I think that I am used integrating my being, myself 
into my work, so if I felt that something was sad or I felt that something was really 
provoking or something like that I think that it will be probably conveyed in my facial 
expression, the tone of my voice and things like that. And I think I have enough 
experience to notice when it wouldn’t be a good idea to express them. So, if I had 
actually made some sort of judgement about the client or something like that I would 
hope that I would screen it up because I would have noticed it before it was expressed. 
It is a much more dangerous technique. Obviously if I am going to be really 
expressive and that sort of thing I might find myself doing something that would not 
be for the client’s best interest. So, that means that you have to be self-reflective and 
monitoring my own sort of emotional state. It obviously has to be very sharp.
I: It seems that for you is equally important the nonverbal communication: your facial 
expression, the client’s facial expression. You pay a lot of attention to these. When the 
phone rings and you hear a client having a foreign pronunciation what comes first in 
mind?
A: [Laughs] I am fascinated. If I wasn’t a therapist I would be an anthropologist. I am 
absolutely fascinated fi*om people coming fi*om different cultures and the sound of 
them. So, there are some things and I know that this is a prejudice and something that 
I have to be careful about. I am almost prejudiced towards people that do have a 
foreign accent. It is almost something that I have to be careful. There have been 
occasions that I have taken on someone coming from a culture or country that I am 
really interested in even though I have too much work. So, you know I should be more 
careful because I end up working with people that I shouldn’t take on. So, it is a real 
enjoyment for me working with people that are foreigners.
I: So, the things that come in mind are actually positive things: interest, curiosity. You 
don’t have any negative feelings.
A: I must admit that I am kind of prejudice... there are a couple of nationalities that I 
would be really careful not to start working with.
I: Are these negative feelings related to language or political and religious beliefs?
A: Political beliefs.
I: When it comes to the language as a language do you have any particular negative 
thoughts about a language and your ability to work with it?
A: Oh my ability is a different matter. Yes I mean obviously I have to work within my 
ability and at the same time one of the first things that I discuss with the person is 
what it is going to be like working with somebody that doesn’t speak their language 
and probably doesn’t understand it. I do an exploration about that and whether I can
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offer something to somebody that can’t use their mother tongue. So, yes I mean must 
be careful not allow my enthusiasm override my potential client’s well being.
I: You talked about your client’s well being. When it comes to you as a therapist 
working with someone with a different language?
A: I might be engaging their ability just to see if it is possible to do it. If their language 
is so poor then really we should be thinking of trying to find a native speaker for them. 
So, the reason why I am trying to engage them would be a way to it. I mean I always 
work anyhow by conducting on the phone an initial session and then deciding. At the 
beginning I offer 6 sessions and I constantly try to revise whether I can work with this 
person and whether I can be of assistance to them.
I: Do you offer at the beginning a block of only 6 sessions to all your clients?
A: Yes, but with non-native speakers there is an extra concern. Do we have enough 
language in common or enough ways of communicating? That can be quite useful.
I: When you say enough ways of communicating with each other?
A: In every possible way. I think I tend to draw pictures and I am happy to discuss to 
show me how it felt using other ways that they can show me how they feel, other ways 
to facilitate communication without involving necessarily the verbal. I mean there are 
difficulties in using other techniques because it might feel somehow humiliating, 
playing with plasticine while “I am a very serious person and asking me to do 
something childish?” in which case this person clearly needs to work with someone 
that uses their own language. So it is important that what I think of therapy is 
culturally accepted to the person as well.
I: How often from your experience clients leave after the 6 sessions feeling that 
language is a barrier?
A: I mean it has happened. How often happens?
I: Do you think that the major problem was the language or there were other issues as 
well?
A: No it wasn’t the language. It took more...
I: Was the language poor or has it happened even with people that they had a very 
good command of English?
A: Nobody has said that there were issues apart of not being able to understand their 
language. Nobody has actually said that I couldn’t understand their cultural values. I 
do talk about it and when people have different religious beliefs from me I do talk 
about it and maybe this is a reason that people don’t want to come back or whatever. 
But I don’t remember it as being often expressed as “No you couldn’t understand me 
being a (...)” or whatever.
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I: And it seems that you find that language and cultural values are very connected.
A: I assume yes. You ask interesting questions actually because this is an assumption 
but yes.
I: Do you think that you will continue working with non-native White speakers in the 
future?
A: [Laughs] Oh I will.
I: Is there something that you would do differently?
A: I would like to dream that I could pick other people’s language in such a way that I 
could use their language instead of my language. This would be wonderful but I am a 
very poor linguist and I don’t think that it is ever going to happen.
I: Why do you say that? Is it from own personal interest in languages or because you 
think that you would be able to communicate in a better way with your clients?
A: I think that I would do it as a way of communicating. I mean language has a little 
meaning for me except as a mean of communication so it would help me to express 
myself and understand more the client.
I: So, you think that if you knew their native language you would be able to 
communicate and work better with them.
A: Yes, sure.
I: Thank you very much. Would you like to ask me anything?
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APPENDIX H 
Personal reflection
I think that after nearly two years studying and researching the issue of language 
difference in therapy I still see a lot of myself in it. Not only in terms of time and 
effort, but also in terms of emotional investment, which I suppose is what makes it so 
challenging for me. I am very aware that such a statement coming from a researcher is 
not such a good thing because it poses all sorts of ethical questions. Nevertheless, the 
reality is that I often found myself tempted, while explaining to therapists what this 
research meant by ‘non-native speakers that have a good command of English’, to say 
‘like me’. The irony nevertheless is that it took me a while to realise that, especially 
since, it was a change of therapist which took place after the beginning of the 
academic year, that put me right in the ‘heart’ of the therapeutic situation I wanted to 
understand through this research. All these reasons in conjunction with the fact that 
this time I did not have to battle only with my personal demons about language but 
also with IP A, a quite unfamiliar ‘enemy’, made the completion of this research quite 
hard for me.
Although I finished with most of my interviews quite early I found it very hard to sit 
down and do the transcribing, which was quite interesting since I had spent the whole 
year transcribing every week for supervision. I just could not! Then when I started the 
analysis I felt very insecure. My first themes were superficial and close to the 
interview questions, reflecting my fear to offer any real interpretations. I was too 
scared that my interpretations would come only from my frame of reference and 
‘wishful thinking’. But the good thing with doing qualitative research, and it took me 
a while to understand it, is that your participants ‘stay with you’ all the time. So, when 
the time came for me to start doing the analysis in a serious way, I found that my 
participants were the best ‘gate keepers’; the ones that did not allow me to impose my 
frame of reference in an inappropriate way. Their small number, the interviewing 
process that brought me in personal contact with them and the fact that this was my 
first experience of this kind made me feel obligated to represent through my themes 
their personal views as close as possible. There were times when 1 could literally 
imagine them offering their opinion about the way I phrased an initial theme. I also 
know that because of all the above reasons I kind of held myself from coming up with
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some themes and interpretation that would reveal some underlying prejudice or even 
envy. Even with the part that exists in my analysis about group favouritism and 
internal processes I took it out and put it back in more than 10 times, out of fear that I 
was being offensive or betraying their trust.
Conducting this research turned out to be a quite tough process for me, but at the same 
time it was a huge learning experience that contributed a lot to my personal and 
professional development. Apart from familiarising me with IP A, it made me think a 
lot about my practice. The material that came from the participants and the discussions 
I had after the end of the interviews with most of them made me realise how many 
different aspects has the issue of language diversity in therapy; how difficult it is to 
come up with a simple answer. It made me look back to my practice and my 
relationship with my clients. The insights I had obtained made me approach them in a 
different light and realise things I had not have before. It also made me think a lot 
about my decision to have personal therapy in English with a British therapist, what 
lay behind it and what it meant for me visiting difficult personal issues through a 
second tongue. I will not suggest that this research helped me solve my issues with 
language or the way I present myself through my different languages. I still can 
become quite defensive about it, but I think that it definitely gave me a better insight 
into language’s importance in my life, my practice and the therapeutic work in 
general.
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Abstract
The topic of receiving psychotherapy in a language that is not the client’s mother 
tongue has generated much controversy over the last decade. However, the various 
implications for practice have not been explored at length in the relevant literature. 
The aim of this study was to explore the impact of language difference in the 
therapeutic process and outcome. It presents a template analysis of 14 clients’ 
accounts of having personal therapy in a non-native language that they spoke well.
The linguistic difference, although found to affect the therapeutic process in numerous 
ways, did not seem to influence the outcome.
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How do you Make Your Own a Language that is not?
A Qualitative Study about Clients’ Experience of Having Personal Therapy in a
Non-native Language
Counselling psychology and psychotherapy have relatively recently begun to 
recognise the complexity of the issues related to having personal therapy in a non­
native language. Although the topic has generated much controversy over the last 
decade, the various implications for practice have not really been explored in the 
relevant literature. As psychotherapy can be a very hard and challenging process even 
in one’s native language, it is understandable that some therapists ( the term ‘therapist’ 
will be used to refer to clinical psychologists, counselling psychologists, 
psychotherapists, counsellors and general professionals who provide any kind of 
talking therapy) suggest that it might not be so effective in a foreign one. Even when 
individuals’ command of the foreign language is good, the linguistic difference might 
create difficulties inhibiting clients from expressing their feelings accurately in the 
consulting room and therapists from empathizing with and understanding them. Apart 
from its important role in the communication of emotions, language also constitutes a 
central indicator of human identity and ethnicity (Verkuyten, 2005). It can be a 
valuable resource in therapists’ endeavour to understand their clients’ personality, 
values and beliefs.
A review of the literature with individuals undergoing therapy in a language that is not 
their native one yielded few results. Language difference and its role in therapy has 
been primarily addressed as part of studies investigating ethnic matching and 
mismatching (Mathews et al., 2002; Sue et al., 1991), migration processes 
(Papadopoulos & Hildebrand, 1997; Sluzki, 1983) and the use of interpreters (Raval, 
1996). The current literature does not place much attention to language’s role during 
therapeutic interventions, even though it is clear that it can be pertinent when 
considering obstacles to successful therapy. Moreover, most studies failed to use 
specialised indexes to measure language matching/mismatching independently of 
other ethnic aspects. The existing empirical evidence, besides being limited and being 
unable to highlight the importance of language, is also quite inconclusive (Karlsson,
2005). However, a trend can be noticed towards therapist-client linguistic similarity 
amongst different authors.
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In particular, the available quantitative research suggests that language matching can 
be considered as an indicator of positive treatment outcome (Sue et ah, 1991), while it 
can also influence in a positive way clients’ satisfaction and engagement with mental 
health services (Mathews et ah, 2002; Stuart et ah, 1996; Rosenheck et ah, 1995). 
Furthermore, it has been found that, for clients that English is not their native 
language, switching on specific occasions to their native language can be quite 
therapeutic (Rozensky & Gomez, 1983; Pitta et ah, 1978). Nonetheless, research also 
suggests that the clients’ perception of counsellors’ credibility is independent of 
counsellors’ language (Ramos-Sanchez et ah, 1999) and the use of the mother tongue 
in the therapeutic room does not necessarily increase people’s ability to express affect 
(Guttfreund, 1990). The latter research is of particular interest, since it demonstrated 
that individuals’ ability to express affect was mainly related to the qualities of the 
language (regardless of whether it is the individual’s first language or no), and of its 
significance for the person.
On the qualitative front, Dingfelder (2005) and Dittman (2004) interviewed several 
researchers, who had worked recently on studies about Latin-Americans clients’ 
experience of therapy. The evidence from both studies seems to support that Latin- 
Americans tend to drop out of therapy much more often than European Americans. 
This tendency was linked to clients’ sense of not being understood, either culturally or 
linguistically, by their therapist. In a qualitative study about ethnic matching and 
mismatching, Farsimadan and Draghi-Lorenz (in preparation) report that language 
matching and switching (from English to their native language) was experienced as 
beneficial for the therapeutic process, facilitating understanding and expression of 
emotions. Additionally, participants felt that it strengthened the therapeutic bond and 
development of rapport. They classified the similarity of language as one of the 
factors that made their experience in therapy helpful and that positively influenced 
therapeutic change. Native language’s ability to facilitate emotional expressiveness is 
also found in a qualitative study by Burck (2004) that explored individuals’ subjective 
experience of using more than one language. She additionally found that individuals 
constructed their identity differently in each of their languages. Different aspects of 
their personality were put forward in each language and their construction was often 
shaped by the status of their first language.
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In one of the first studies that focused solely on linguistic matching/mismatching, 
Bowker and Richards (2004) tried to explore, qualitatively, the meaning British 
therapists attributed to their experience of working with clients using English, 
proficiently, as a second language. The themes that emerged showed that therapists 
experienced some difficulty in feeling close or connected to their bilingual clients, 
although there was no language barrier. In another qualitative study, Stevens and 
Holland (in preparation) used grounded theory to study British therapists’ experience 
of working in English with clients whose command of English varied. Therapists’ 
experience of the language difference was strongly related to the therapeutic 
relationship and had a dual character: it was encountered either as a threat to the 
therapeutic relationship and its integrity or as a difference that, when worked out, 
could be integrated into it. In her qualitative research, Lorentzatou (2007) used 
interpretative phenomenological analysis (IPA) to explore experiences, perceptions 
and reflections of British therapists who have worked with non-native clients whose 
use of English was fluent. The themes that emerged showed that language difference 
can create difficulties and affect different aspects of the therapeutic work. It can also 
trigger various issues related to therapists’ openness to different cultures and/or their 
relationship with their own language. Nonetheless, it also made therapists creative and 
able to overcome the difficulties. In brief, it seems that linguistic mismatching can be 
a challenge for therapists, but a challenge that can be overcome.
In comparison with the quantitative research, the findings coming from the qualitative 
research in the area of linguistic matching and mismatching appear to share a more 
complex understanding of the data. However, they focus mostly on the therapists’ 
experience of treating clients who do not use their mother tongue in the therapeutic 
room. The relevant quantitative research, examining the implications of therapeutic 
process for outcome, indicates nevertheless, that clients’ experience might be more 
predictive for the outcome than therapists. Hence, the purpose of the present study is 
to explore clients’ experience of having therapy in a language which is not their native 
one but one which they have a good command of. Following from research with 
therapists, it also aims to identify any difficulties related to the linguistic difference, as 
well as ways to overcome them.
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For this purpose template analysis -  a qualitative approach rooted in critical realism 
(e.g. Willig, 2001) -  was employed and findings from previous research were used to 
inform the understanding of clients’ experience. Interviews were conducted with 
individuals who received personal therapy in a non-native language which they spoke 
very well. In this way, the researcher sought to investigate whether their experience 
could provide any clarity in the way that impact of linguistic difference is espoused in 
the literature; particularly in relation to the way linguistic mismatching might 
influence the therapeutic process and outcome. Therefore, the broad research 
questions were:
1. What was the clients’ experience of having personal therapy in a non-native 
language?
2. What difficulties, if any, did they face and how did they deal with them?
Method
Participants
This study had a purposive sample (Silverman, 2000) of 14 participants (12 women, 2 
men), which is in accordance with the recommendations for the selected research 
strategy (e.g. King, 1998). The inclusion criteria for participation were individuals 
who had received personal therapy in a language that was not their native one, but one 
which they had a good command of. Recruitment of participants was conducted by 
snowball sampling where contacts of the researcher and 2 clinical supervisors were 
approached. Participants ranged in ages between 25 to 59 years (mean of 33.21, 
standard deviation of 9.4). Six had postgraduate qualifications and 8 had 
undergraduate degrees. Eight participants described themselves as White without 
specifying their ethnicity, 4 as White Greek and 1 as White Dutch. All of the 
participants had lived in the United Kingdom at least for a year before they started 
therapy in English, although it was not their native language. Twelve participants 
described their therapists as White, 1 as Black and 1 as Asian. Their experience of 
receiving therapy ranged, in duration, from 3 months to 4 years. Five participants had 
experience of personal therapy with more than one therapist and 3 of them had 
received personal therapy in their native language, as well. Twelve participants had 
same sex therapists and 11 reported receiving therapy in English from therapists who 
were native speakers. Five of the participants were therapists themselves and started 
personal therapy partly due to reasons of training or professional development. The
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rest of the participants had therapy in order to deal with personal difficulties 
unconnected to a personal training.
Interview Schedule and Procedure
Once ethical approval had been granted by the Faculty of Arts and Human Sciences 
Ethics Committee (Appendix B), participants were sent a letter (see Appendix C) in 
which the researcher and the aims and procedures of the study were introduced. In this 
letter participants were also assured of confidentiality and the right to withdraw from 
the study at any stage.
The data were gathered through semi-structured interviews -  a method strongly 
associated with qualitative research (Smith, 1995). The interview schedule consisted 
mostly of open-ended and non-directive questions based on the research aims and the 
relevant literature (King, 2008). Thus, the main areas covered were: participants’ 
experience of therapy, any difficulties stemming from the language difference, 
implications for the therapeutic work and relationship, and ways to overcome possible 
difficulties. In this way, a fi-amework of topic areas for discussion was provided 
enabling participants to use them as starting points in order to tell their own stories 
(King et al., 2002) of having therapy in a non-native language. The interview schedule 
(see Appendix D) was designed to begin with more general questions and continue 
with more specific ones in an attempt to impose as little direction as possible and 
facilitate the acquisition of rich data. To illustrate, an example of a more general 
question pertaining to participants’ experience was “What is your experience of 
having therapy in a language that is not your native one?” A further probe was: “To 
what extent have you found therapy helpful or unhelpful?”
The schedule was piloted with an opportunity sample of three participants, who 
agreed that the questions were clearly phrased and relevant. However, they also 
revealed participants’ initial intention to find, in the United Kingdom, a therapist with 
whom they shared the same language and nationality. This seemed important and 
therefore two questions were added: one asking participants if they had tried to find a 
therapist from their own nationality and one exploring their criteria when searching 
for a therapist. The pilot data have been included since the questions, that were added 
afterwards, had already been covered in these interviews.
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The face-to-face interviews were conducted by the researcher and lasted from 50 
minutes to VA hours. They took place at the participants’ place of choice, which in 
most cases was their home. Two of the participants were interviewed at their place of 
work and 1 on the premises of University of Surrey. Interviews were preceded by a 
consent form (see Appendix E) and a demographic questionnaire (see Appendix F).
At the end of the interview all the participants were encouraged to ask questions. The 
interviews were tape recorded and transcribed verbatim by the researcher (see 
Appendix G for an example of a transcript) and all personal information regarding 
participants or other people were omitted for confidentiality reasons.
No apparent harm or distress was caused. Nonetheless, the researcher contacted the 
participants shortly after the interview to make sure that the interview did not have 
any negative implications on their psychological health and that they did not have any 
reservations about their participation in the study.
Analvtic Strategv
The interview transcripts were analysed using Template Analysis (King, 1998). This 
method allows the researcher to produce a list of codes (a ‘template’), which identifies 
themes found in the textual data. ‘Code’ in template analysis is a label given to a 
segment of text which the researcher perceives as relevant to the ‘themes’ or topics in 
the data that he or she identifies as important for the analysis. ‘Themes’ in template 
analysis are higher level ‘codes’ that feature prominently and repeatedly topics that 
relate to the research questions. In comparison with lower-order codes, which are 
rather descriptive, themes are based more on researcher’s interpretations and sense- 
making of the data. Codes are specified not only for themes traced in most or all 
transcripts, but also for themes that are salient in only a small subset of data. King 
(2004) suggests a hierarchical way of coding the data; groups of similar codes can be 
clustered together to create higher-order codes of a more general character. Most 
templates typically encompass two to four levels of codes and sub-codes.
Template analysis was found suitable for this study due to its rather flexible nature 
that enables researchers to adopt different epistemological perspectives. So, depending 
on the research aims and questions, some researchers might adopt a purely
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phenomenological approach; whilst others might espouse a more realist perspective, 
which allows them to approach the data with some a priori coding definitions in mind 
(King, 1998). This allowed the researcher of the present study to follow a more 
realistic phenomenological approach making use of the themes that came up in her 
previous qualitative study (Lorentzatou, 2007) and to identify areas which seemed to 
be salient to the aims of the present project. Hence, an initial a priori template was 
developed (see Table 1) based on the research questions and previous findings 
(Lorentzatou, 2007). It comprised four themes, subdivided into one, two or three 
levels of lower-order codes. The four themes covered the four main areas that the 
evidence highlighted as important for therapists’ experience: (a) the different ways 
that the linguistic dissimilarity affected the therapeutic work, (b) the importance of 
cultural differences, (c) the different ways to overcome the difficulties that the 
linguistic dissimilarity created, and (d) the central role that the therapeutic relationship 
had in overcoming them. However, it must be noted here that these four a priori 
themes were seen throughout the analysis as provisional and tentative. They were 
being held constantly open to modification or even deletion, via their ongoing 
application from the data, while the template was developed from its a priori form to 
its final version.
The next step was to use this initial template to analyse the full set of transcripts one 
by one. Their content - particularly the segments that were relevant to our research 
aims - were read at least three times and constantly compared to the initial template. 
As a result, a number of modifications were made: (a) new codes were inserted and 
redundant codes were deleted, (b) aheady existing codes were classified under 
different higher order codes, (c) more salient themes became higher order codes, and 
(d) less salient themes moved to lower order codes. No fiirther alterations to the 
template were made after 10 transcripts had been analyzed. This indicated ‘saturation’ 
of data (Patton, 2000) and that ‘a good enough’ final version of the template had been 
produced (King, 2004). Although this version of the template will be called the ‘final’ 
template, it must be noted that in reality a template can not ever be final since one can 
continue modifying and improving definitions of codes almost ad infinitum (King,
1998).
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Table 1. A priori template
> Role of language difference
• Created difficulties
■ To express emotions
■ Detachment of emotions
■ Embarrassment
o Pronunciation 
o Grammatical mistakes 
o Difficulty to find the right word
■ Slowed down the process
• Did not cause any problems
• Did not have any implication for the therapeutic outcome
> Importance of cultural differences
• More important than language
• Intertwined with language difficulties
> Different ways to overcome difficulties
• Addressing the difference
■ Only if it is necessary
■ Address it in any case
• Use other ways of communication
■ Drawing
■ Play therapy
• Therapist’s attitude towards language difference
• Therapy goes beyond language
> Importance of the therapeutic relationship
• Therapist’s skills
■ Reflecting back
■ Paraphrasing
■ Clarifying
• Therapist’s personality/attitude
■ Understanding
■ Supportive
■ Interested
■ Willing to try and understand
• Therapist’s ethnicity
■ Having the same ethnicity with client 
o More able to understand
o Take more things for granted
■ British
Key:
> First level codes 
• Second level codes 
■ Third level codes 
o Fourth level codes
173
Grounded theory (Glaser & Strauss, 1967) and IP A (Smith et al., 1999) were 
considered as alternative methods for collecting and analysing the data: the first due to 
the often speculative nature of the relevant research and the second due to its 
commitment to the idiographic and subjective accounts of clients’ experience. 
Grounded theory was discarded, because the aims of this study did not involve the 
generation of a theory, which is the main purpose of this method. IP A also takes a 
phenomenological approach to participants’ experience which would preclude 
stepping on previous findings in order to throw light, through the interpretation of 
data, on specific areas of clients’ experience.
In an attempt to evaluate the research according to the theoretical and philosophical 
assumptions that underline qualitative research, the criteria for evaluation suggested 
by Elliott et al. (1999) were employed. By being mindful and aware of the factors that 
may have shaped the gathering, analysis and interpretation of the data, the researcher 
was able to address the criterion of “owning one’s perspective”. More specifically, the 
fact that interviews took place in English which was a second language both for her 
and the interviewees was anticipated to shape her questions and their narratives. The 
fact that she is a female counselling psychology trainee, coming from a Greek cultural 
and linguistic background and receiving herself personal therapy by a White British 
therapist was also expected to affect the study (see also Appendix H for researcher’s 
personal reflections). By becoming familiar with the participants’ texts and repeatedly 
checking that the codes and themes were actually reflecting the data, the foundations 
for “grounding in examples” were created. In addition, the continuous use of 
participants’ quotations throughout the write-up aimed to ensure “coherence” and the 
transparency of the data-based analytical narrative. The “situating the sample” 
guideline was followed by offering descriptive information about participants, which 
allow the reader to contextualise the sample and draw tentative conclusions. Finally, 
to enhance the credibility of the final template, the researcher was constantly carrying 
out “credibility checks” (Elliott et al., 1999) by discussing the codes and themes with 
her supervisors.
In the presentation of the data the following keys are used: ... : silence or hesitancy, 
[...]: omission of irrelevant material, (...): omission of personal details, []: 
explanatory words, “”: direct quotations.
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Findings
The ‘Final’ Template
The participants’ interviews indicated rich and often diverse experiences of the 
complexity of linguistic diversity in the therapeutic room. This informed the ‘final’ 
template, which shared the same themes with the a priori template, but included more 
detailed codes and sub-codes. Nonetheless, numerous modifications of all types were 
carried out: insertions, deletions, and changes in scope and classification order. The 
‘final’ template (see Table 2) consists of four themes, subdivided to one, two, three 
and four levels of lower-order codes.
Analvsis
Salient themes and codes are related back to the research questions to structure the 
findings. This type of presentation has been used before in the presentation of 
thematic coding and template analysis findings (e.g. McDowall & Saunders, in 
preparation) and conforms to this study’s realist stance towards the textual data. Since 
the development of the interview schedule and the analysis of the data were informed 
partially by the research questions, this way of presenting the findings enhances 
clarity and facilitates the flow of the analytical narrative. However, although in the 
analytical narrative there will be reference to all of the themes and codes, due to word 
limit constraints it will not be possible to deal with all of them in equal depth. Hence, 
the presentation will focus and will elaborate more on the ones that have not been 
discussed extensively in the existing literature or those that have implications for 
clinical practice. To facilitate readers’ understanding, these themes and codes have 
been highlighted in the ‘final’ template (Table 2). Furthermore, in the main body of 
the analysis, italics are used to highlight themes, codes and sub-codes. For purposes of 
confidentiality, in the excerpts all names and identifying information of participants 
have been altered.
175
Table 2. TinaP template
> Role of language difference
• Created difficulties
■ Difficulty in expressing emotions
o Feeling distanced 
o Feeling detached
■ Sense of frustration
o Only the word from the native language came to mind 
o Had to translate 
o Equivalent word does not exist
■ Feeling embarrassed
o Strong pronunciation 
o Grammatical mistakes 
o Difficulty in finding the right word
■ Sense of not owning the language
o Highlighting client’s foreignness 
o Self-blame
■ Slowing down the process
o Distracted from the process 
o Used as a defence
■ There were no implications for the therapeutic outcome
o Therapy goes beyond language 
o The skilled therapist can go around it
• Was beneficial
■ Made them think more about what to say
■ Could not ‘hide’ behind the words
■ More able to express themselves in English
• Did not cause any problems at the first place
■ Client feeling confident about language knowledge
o Knowledge of general vocabulary 
o Knowledge of emotional vocabulary 
o Have lived for many years in foreign country
■ Client’s conscious decision to have therapy in second language
o Part of accepting that they were living abroad 
o Deal with current difficulties
> Importance of cultural differences
• More important than language
• Intertwined with language differences
■ Part of identity
■ Linked with a different lifestyle
• Cultural stereotypes
■ Coming from client
■ Coming from therapist
> Different ways to overcome difficulties
• Addressing the difference
 ■ Only if it is necessary__________
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■ Address it anyway
• Using other ways of communication
■ Unconscious communication
■ Body language
• Using alternative techniques
■ Drawing
■ Play therapy
• Allowing the use of one’s native language during therapy
• Picking up the emotional detachment
• Giving the client time to think
> Importance of the therapeutic relationship
• Client’s ability to trust
• Therapist’s ability to create a safe environment
• Therapist’s skills
■ Reflecting back
■ Paraphrasing
■ Clarifying
■ Picking up and exploring the emotional detachment
• Therapist’s personality and attitude
■ Being understanding
■ Open
■ Supportive
■ Caring
■ Patient
■ Non-judgemental
■ Containing
■ Interested to try and understand
■ Aware of cultural differences
• Therapist’s ethnicity
■ Being a foreigner himself or herself
o More able to understand the difficulties in general 
o More able to empathise about language issues
■ Having the same ethnicity with client
o Positive effect
❖ More able to understand
❖ Offer more comprehensible interventions 
o Take more things for granted
■ Being British
o Able to overcome the linguistic and cultural difference 
o Sense of something not being nearly right regardless of therapists’
_____________ skills__________________________________________________
Keys:
> First level codes
• Second level codes
■ Third level codes
o Fourth level codes
❖ Fifth level codes
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Individuals’ experience of having therapy in a non-native language
The first research question, which was about individuals’ experience of having 
personal therapy in a non-native language, was answered by the first two themes: 
awareness o f language difference and importance o f cultural differences. Participants 
appear to have quite diverse experiences of having therapy in a non-native language 
which, to a certain extent, mirrors the diversity and inconclusiveness of the existing 
literature in this area (Karlsson, 2005). For the majority of them -  10 participants -  the 
language difference created difficulties in one or the other way. This level-two code 
will be discussed in-depth in the next section since it also answers the second research 
question.
Four participants felt that language difference did not cause any problems for the 
therapeutic work. They attributed this fact to their good knowledge o f English and 
their conscious decision to have therapy in a second language. For 3 of the 4 the good 
understanding of English was related to the good knowledge o f general vocabulary 
and the fact that they had lived in the United Kingdom for a number o f years prior to 
therapy. Both findings point to a very practical and fundamental aspect of having 
therapy in a non-native language: the client’s ability to speak it fairly well. 
Nevertheless, there was a sense that it was not so much participants’ objective 
knowledge of the second language that prevented them from facing difficulties; it was 
more their confidence about their knowledge of it. Alexia, who sought therapy due to 
her feelings of low mood, expresses this confidence very eloquently in the following 
quote:
“I felt good about myself and about the way I could deliver in English my 
feelings and my opinions. (...). I am an anglophile. Sometimes I think I think 
more in English than in (.. .).and I speak better in English than (...)”
Alexia in this quote also hints at another important finding of this paper: the 
significance of the type of relationship that individuals have with a language, which 
sometimes oversteps the strong link to the native language (Guttfreund, 1990). 
Returning to clients’ confidence, its key role is also illustrated by Kevin; a participant 
who reported that language posed barriers in his therapy. He started therapy at a point 
when he did not feel very confident about his knowledge of English and as he said:
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,.] when your life is in the middle of a difficult phase there is fear [...] and 
it is this fear that prevents you from communicating and expressing yourself, 
because although you know the language, you don’t actually feel confident. If 
you manage to go to the other side and feel more confident, the 
communication stops being an issue.”
These two extracts demonstrate the complexity of individuals’ relationship with 
language and the many factors that affect it, highlighting the complex ways the themes 
and codes of the template link with each other. This is in agreement with the approach 
of social constructionism (Hoffinan, 1992), which advocates that language fosters 
many different functions for individuals. Its role is both constitutive and performative. 
Individuals via their use of language do not construct only meaning, but also their 
identity and the opposite (Kress, 2001; Foucault, 1980).
Two of the participants, who were working as clinicians, placed a lot of importance on 
their good knowledge o f the emotional vocabulary in English. They perceived this 
knowledge as very decisive for their therapeutic work. One of them drew also 
parallels with her enhanced “openness” to discuss emotions in comparison to some 
native speakers.
“[...] because when I think about people that I have come across in my life, I 
find that they find it much more difficult to express their emotions than I do. I 
am much more open about it, so from that viewpoint I do think that it has to do 
with my work, because when you are a clinician, people tell you about their 
emotions and you become familiar with the vocabulary.” (Dora)
Clients’ ability or readiness to bring their emotions to the therapeutic room is 
imperative for all therapeutic encounters (Gaylin, 2000), but in the case of linguistic 
diversity it appears to be even more imperative. The literature indicates that in many 
cases, individuals using a second language in therapy, might use language deficiencies 
as an excuse in order to avoid ‘touching’ on emotional material that is painful or 
sensitive (Perez-Foster, 1998; Krapf, 1955). Hence, therapists who work with clients 
in a language that is not their native one might need to be particularly mindful of the 
different functions language difficulties might have. This was also linked to the theme 
about the difficulties language might create and more specifically the level-four code 
which was related to how language difference can be used as a defence.
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Although for the majority of participants having therapy in a non-native language was 
either a forced decision -  since some of them did not manage to find a therapist fi*om 
their own country -  or something that they did not ponder a lot on, there were also a 
few who consciously decided to have therapy in another language. These were the 
participants that specifically searched for a British therapist and did not recall 
language difference to be a problem. It seems that there were two main reasons that 
drew them to this decision: their need to deal with current difficulties or their 
perception that this was part o f accepting that they were living abroad. A typical 
statement related to the first reason, is quoted here from Elaine: “[...] any issues I 
have wanted to work on were done in this country, you know in the English 
language.” The second reason is elaborated by Amanda as follows:
“I have lived in this country for a long time, issued a divorce in this country, 
my training was completed and commenced in this country, so there was kind 
of a full acceptance of that fact.”
Hence, it seems that in Elaine’s and Amanda’s mind there is a separation between 
their life in United Kingdom and their life in their country of origin. According to 
Berry’s (1997) model of acculturation, individuals can employ four ways in order to 
adapt to another culture: assimilation, separation, integration and marginalisation. At 
times, it almost felt that accounts like Elaine’s and Amanda’s offered a flavour of 
participants’ struggle to find the fine balance between assimilation and integration, 
highlighting at the same time language’s essential role in this. Furthermore, they can 
be linked to social psychology theories about individuals’ need to construct or re­
adjust their identity in relation to social membership (Branscombe et al., 1999).
The second theme that was related to the first research question was the importance o f 
cultural Participants’ accounts showed that for the majority of them
cultural and language differences were intertwined. The majority of them — 8 
participants -  found it difficult to distinguish language from culture and sometimes 
used the two concepts interchangeably confirming evidence coming fi*om previous 
research (Lorentzatou, 2007). The same participants saw language and culture as 
constituting part o f their identity which is in agreement with the relevant literature 
(Verkuyten, 2005). Both language and culture were also perceived as linked with a 
different lifestyle indicating a connection with the level-three code of the first theme
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concerning clients ’ conscious decision to have therapy in their second language, in an 
attempt to become more integrated in their current ‘life’. However, 6 participants 
found the cultural differences more important than language, downplaying language’s 
role in the difficulties they faced during therapy. Participants’ accounts that language 
cannot be perceived independently from culture seem to be echoing the stance of 
many researchers who investigate language as part of cultural or ethnic processes (e.g. 
Mathews et al., 2002; Sue et al., 1991).
The majority of participants, furthermore, referred to cultural stereotypes which 
nearly all admitted that were coming mainly from them. According to Mat, who started 
therapy after a difficult divorce: “I was afraid at the beginning if the therapist had 
any... biases I guess against people that came to therapy from another culture.” 
However, Melanie, one of the participants who had experience of receiving therapy 
from more than one British therapist, described how her first therapist used to start 
many of her interventions by saying: “I suppose it probably has to do with your 
culture...” Overall, these findings throw a different light on the existing literature 
about cultural matching and mismatching, which argues that therapists often might 
hold stereotypical ideas about their culturally different clients that prevent them from 
working effectively (Bloombaum et al., 1968). Participants’ accounts revealed that 
sometimes clients are more likely to have stereotypical ideas about culturally and 
linguistically different therapists, which has been mentioned in literature before but 
only in relations to race (Watkins & Terrell, 1988). These stereotypical ideas can be 
explained by theories of prejudice (Allport, 1954) and social cognition views 
(Wetherell, 1996). Furthermore, they can be associated with social processes and 
power relations that inevitably influence the therapeutic relationship (Sue et al., 1992).
Difficulties that were created
The first part of the second research question referred to any difficulties that the 
language difference created for the therapeutic work both in terms of process and 
outcome and was tackled by the first level-two code of the first theme. Among the 10 
participants who reported that language posed obstacles in their therapy, a different 
emphasis was placed on the nature and the importance of these difficulties. Four of 
them, for instance, reported that, regardless of the difficulties, they found it beneficial 
to have therapy in a language that was not their native. The remaining 6 felt that.
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although the therapeutic journey -  process -  had been somehow harder due to the 
language issues, there were no implications for the therapeutic outcome.
In terms of the nature of the difficulties that the language difference created, 
participants described a number of issues that came up during their therapy. Some 
examples were: feeling distanced or detached from their emotions, only the wordfrom 
the native language was coming to mind, had to translate from the first to the second 
language, feeling embarrassed because of their strong pronunciation or their 
grammatical mistakes, feeling distracted from the process. The difficulties that were 
mentioned by the participants fell under five broad categories or level-three codes: (a) 
difficulty in expressing emotions, (b) sense o f frustration, (c) feeling embarrassed, (d) 
sense o f not owning the language, and (e) slowing down the process. In the relevant 
literature there is extensive reference to the difficulties that the linguistic diversity can 
pose (e.g. Santiago-Rivera & Altarriba, 2002; Guttfreund, 1990). Therefore, the 
analysis at this point will concentrate only at the fourth of the above codes, which 
refers to the sense o f not owning the language, since it appears to have implications 
for the therapeutic practice.
The obstacles that were associated with participants’ sense o f not owning the language 
were two: the way the second language highlights foreignness and clients’ self blame. 
Both of these points are illustrated by Jennifer who throughout her interview kept 
saying that the difficulties “were about her expressing herself’, while when she was 
asked if she felt that therapists could do something to overcome the linguistic barriers, 
she answered among others:
“1 am a foreigner and the language is one of the things that 1 will never feel as 
my own and that’s what 1 feel in therapy as well. Language highlights my 
foreignness and it feels that there is nothing that can be done...”
It almost feels like Jennifer’s experience of her second language has placed her in a 
rather powerless position fi*om which she does not think that she can escape. She will 
never own the language in the same way, that she will never stop being foreigner in a 
country she was not bom in. It seems that to a certain extent for her, the non-native 
language does not represent a way to connect with others; on the contrary it 
underscores her otherness and makes her feel singled out. At the same time, it appears 
that she blames herself for being in that position, which can be counter productive for
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her therapeutic process. It is expectable for such strong emotions to be also 
experienced in the transference (Freud, 1957), shaping the therapeutic relationship 
accordingly. In addition, clients who feel this way might end up having low 
expectations from therapy, which can trigger a self-fulfilling prophesy (Watkins & 
Terrell, 1988) and prevent them from fully engaging in the process. There are times 
that Jennifer’s account has this flavour, although she appears overall to be very 
satisfied with her British therapist. When she talks about how long it will take for her 
“stuff’ to be resolved she implies that this will not happen with her current therapist. 
Hence, it seems important for therapists to be aware that some of their linguistically 
different clients might experience such feelings of self-blame and foreignness, due to 
the language difference, and be prepared to help them. Furthermore, they need to be 
mindful of their countertransfential reactions (Freud, 1957), which might reinforce 
clients’ sense of hopelessness and foreignness by mirroring society’s response to non­
native speaking individuals.
In terms of the reasons that made therapy in a foreign language beneficial, 
participants’ reasoning varied. Two participants pinned it down to the fact that they 
had to think more about what they wanted to express in order to articulate it in the 
correct way. This allowed them to clarify more how they felt. In Kevin’s words:
“[...] in a different language, you kind of ‘study’ yourself more because you 
search deep down and you try to find the words that help you to express 
yourself and this is like a study.”
One participant, Deborah, referred as well to her inability to hide behind the words as 
she would in her native language in order to avoid ‘areas’ that she did not want to 
visit. So, there is the sense that participants’ weakness in terms of the language 
became an advantage for the therapeutic work. Deborah’s response also offers a 
different insight into the code about the knowledge o f emotional vocabulary, which 
was analysed before, since it indicates that what is really important is clients’ intention 
to go ‘deeper’ in their therapy rather than their knowledge of the second language. 
Nevertheless, there were also 4 participants who reported that, even from the 
beginning, expressing themselves in English felt easier than expressing themselves in 
their native language. This finding was quite intriguing given the importance of native 
language for one’s identity (Verkuyten, 2005). Therefore, participants were asked to
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elaborate. Vanessa, who came to the United Kingdom to study and remained after the 
completion of her studies, said:
“I find (...) quite rigid as a language... there are no words... the choice of 
words that you have when you want to express feelings is really poor. In this 
sense I find English a much better mean of expressing myself.”
Alexia, who also found it easier to express herself in English, when was asked to say 
some more about it, focused on a different aspect of the English language:
“[...] I find that English... you can say one word and its meaning it is much 
more specific compared to the (...) meaning. [...] English is a concrete 
language and I am a concrete person. I don’t talk a lot. I am not very talkative. 
You know I want to say two things and that’s it and it helped me a lot.” 
Alexia’s comment demonstrates the various meanings and symbolisms language can 
have for individuals. The fact that English is a rather concrete language, in the way 
she perceived it, resonated with an important aspect of her personality. This felt quite 
significant for her, while it also links with the research which argues that the qualities 
of a non-native language might overstep one’s connection with the native language 
(Guttfreund, 1990).
The participants who reported that the obstacles created by language did not have any 
implications for the therapeutic outcome seemed to agree that therapy goes beyond 
language and the skilled therapist can go around the obstacles. The first finding came 
from 9 participants. As Michelle, who has completed a degree in philosophy and 
purposely searched for an existential therapist, said:
“Language is therapy and therapy is language. It can also be exactly the 
opposite and I can give you three or four platonic citations to prove it. Therapy 
is an idea and as an idea goes beyond language.”
Michelle in her elaborate way expressed most participants’ belief that the process of 
therapy is far too complicated to be determined by only one factor, which is in 
accordance with the literature, as well (Kramer, 2000). The majority of participants 
appeared to believe that the well-trained and skilled therapist could or should be able 
to overcome the language difficulties. This belief can be linked with therapists’ belief 
that it is their responsibility to find a way around the language difficulties
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(Lorentzatou, 2007). These findings are quite revealing of the expectations that both 
therapists and clients carry into the therapeutic room.
Ways to overcome the language difficulties
The second part of the second research question refers to the way that participants 
managed to overcome any language difficulties in the therapeutic room. It is 
addressed by the two last themes, which are labelled different ways to overcome the 
difficulties and importance o f the therapeutic relationship. Participants were asked 
directly what did their therapist do in order to overcome any barriers that the language 
created. Their responses indicated that therapists tackled the difficulties by: (a) 
addressing the difference, (b) using therapeutic skills {reflection, paraphrasing, and 
clarifying), (c) using other ways o f communicating (unconscious communication and 
body language), (d) using alternative techniques (drawing and playing therapy), e) 
allowing the use o f one’s native language during therapy, f) picking up the emotional 
detachment, and (g) giving them space to think. Most of the above level-two codes of 
addressing the linguistic dissimilarity have been addressed before either as part of the 
general literature about psychotherapists’ competencies (e.g. Egan, 2002; Sullivan,
1999) or as part of the literature that deals specifically with cultural or linguistic 
dissimilarity and its implications (Lago, 2006; Rozensky & Gomez, 1983). Therefore, 
the analysis will concentrate on the sixth code, which has not been addressed in 
literature.
Before that, there will be a brief reference to the code about addressing the linguistic 
difference, which was mentioned by 11 participants. A lot of the literature that 
investigates ways to overcome language difficulties suggests that the difference 
should be discussed and ‘come out of the closet’ as soon as possible (e.g. Steven & 
Holland, in preparation). However, when they were asked to elaborate on the benefits 
of addressing the difference, 4 of the participants expressed concern that if this is done 
prematurely it might have negative implications for the therapeutic work. More 
specifically, as Dora said:
“A sensitive therapist will ask a question at a proper time if it comes up. That’s 
my belief because otherwise you put a barrier there. You are actually putting 
something in the room. You know you make an attachment. You kind of say: 
‘You are different’.”
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Hence, it might be helpful for therapists to keep in mind that, although addressing the 
difference might be beneficial, doing it for the sake of the act itself might be as 
disruptive as or even more disruptive than the difference itself.
It seems that for nearly half of the participants it was very important that their 
therapist was able to pick up the detachment from emotions that the second language 
was creating for them. According to Caroline who started therapy as part of her 
training:
“Sometimes I will talk about awful things that have happened in my life in a 
very emotionless way... without realising it and it is when my therapist will 
draw my attention to this that I stop to think about it. But if I want to be honest 
this is not something that happens only in English. It is a more general thing.” 
Caroline in this extract has captured a quite important issue in terms of the therapeutic 
work: how some difficulties that clients face -  in Caroline’s case probably her 
inability to get in touch with her pain -  have a permeable character spilling between 
languages and cultures. Therefore, the therapist’s ability to address the detachment has 
a twofold purpose when it comes to linguistically different clients; it aims to address 
difficulties stemming from the language but also difficulties which lead directly to the 
client’s psyche.
All the participants appeared to place a strong emphasis on the therapeutic relationship 
as the most powerful and helpful means to overcome any difficulties that blocked the 
therapeutic process. Under the umbrella of the theme of the importance o f the 
therapeutic relationship fell four level-two codes: (a) client’s ability to trust, (b) 
therapist’s ability to create a safe environment, (c) therapist’s personality and/or 
attitude, and (d) therapist’s ethnicity. The first two codes seem to refer to the main 
conditions that need to exist in order for a meaningful psychotherapeutic encounter to 
take place (Rogers, 1957): the presence of a client who is able to trust, allowing the 
process to unfold, and of a therapist who is able to provide a safe environment, which 
will facilitate the unfolding of the process. The aspect of trust can also be linked back 
to one of the first codes that were analyzed; the code concerning clients’ ‘openness’ 
and readiness when it comes to talk about emotions.
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The level-two code about therapist’s personality and attitude is divided in nine level- 
three codes (e.g. he understanding, open, caring, patient, containing, and aware o f 
cultural differences). A brief reference will be made only to the code about therapist’s 
awareness o f cultural difficulties, since the rest of them are seen as the basic 
characteristics of a competent therapist and have been discussed extensively in the 
psychotherapeutic literature (e.g. Yalom, 2001; Rogers, 1957). The code of therapist’s 
awareness o f cultural difficulties came up in 8 accounts and hints at the issue of 
intercultural training and competencies, which has already been raised by a number of 
authors (e.g. Brass, 2006; Sue et al, 1992). Such training can be particularly pertinent 
for therapists who are expected to treat clients coming from linguistically and 
culturally diverse backgrounds.
The final level-two code of the last theme is the one related to therapist’s ethnicity, 
which appeared to be quite important for clients’ choice of therapist. The role of 
therapist’s ethnicity for clients is found, also, in the vast ethnic marching/mismatching 
literature (e.g. Wintersteen et al., 2005; Ramos-Sanchez et al., 1999). Among the 
participants all possible combinations of therapeutic dyads were represented. So, 
participants had experience of therapy with therapists of the same ethnicity, with 
therapists that were foreigners themselves but from a different ethnicity with the client 
and with British therapists. Their experience varied but did not deviate a lot from the 
relevant literature reports. However, an emphasis must be placed on the fact that 5 of 
the participants chose to have therapy with therapists that were foreigners themselves 
thinking that they would be much more able to understand their difficulties and 
empathise with the language issues. Such belief could also fall under the code of 
cultural stereotyping. However, it feels that this is a bit more complicated, since it 
offers an insight into clients’ need to share common ground with their therapists, even 
if this common ground is their shared otherness. It is almost like these clients have 
developed positive ethnocultural transference towards the therapists even before the 
beginning of therapy (Comas-Diaz & Jacobsen, 1991). This area is not so thoroughly 
researched in comparison with ethnic matching and mismatching, even though it is 
quite revealing of the way clients connect and relate to therapists. It seems also 
relevant to an issue that 4 of the participants who received therapy from British
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therapists reported: a sense o f something not being nearly right regardless o f the 
therapists ' skills.
Overview
The present study tried to produce an understanding of the experience of clients 
having therapy in a language that is not their native one by using a template analysis. 
The analysis revealed that language differences affected the therapeutic process by 
creating difficulties, which nevertheless could be overcome if the therapeutic 
relationship was strong, without having an impact on the therapeutic outcome. Issues 
stemming fi'om cultural and ethnic differences and stereotypes remained, and became 
stumbling blocks whenever therapists were not mindful of them. These findings 
concur with findings coming fi'om existing research that investigates both clients’ 
experience of having therapy in another language (e.g. Farsimadan & Draghi-Lorenz, 
in preparation; Burck, 2004; Sue et al., 1991) and therapists’ experience of treating 
clients in a well spoken second language (e.g. Stevens & Holland, in preparation; 
Lorentzatou, 2007; Bowker & Richards, 2004). They are also in agreement with data 
on the role of process in mediating between ethnic matching and outcome 
(Farsimadan et al., 2007).
In terms of limitations, the sample of this study was restricted with regard to the 
diversity of gender, linguistic and ethnic backgrounds. Although the nature of the 
template analysis does not dictate that the gathering of a sample that has equal number 
of males and females or is representative of the general population, the under­
representation of males in the sample further restricted any tentative generalisation 
that could be made to the general population. Moreover, the present research might 
have been limited by the lack of diversity among participants regarding linguistic and 
ethnic backgrounds. Given this study’s realist stance in approaching the data, perhaps 
a sample including also non-White and non-European participants would be able to 
offer ‘richer’ and more representative accounts of clients’ experience. No restrictions 
were posed in terms of participants’ professional status or reasons for starting therapy 
when determining criteria for participation. The researcher felt that this would be 
overly restrictive and with no major implications for the aims of this study. The 
analysis of the data showed that the reality of some participants initiating therapy as
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part of their training or professional development, did not affect their linguistic 
experience much. The existing template was successfully applied to their accounts and 
their intake of the linguistic difference appeared to be unrelated to what brought them 
to therapy. The fact, however, that three of the participants due to their work felt better 
equipped in terms of the language and their ability to talk about emotions seems to 
have shaped their experience in a positive way. The implications of this for the 
findings of the study have been discussed in the analysis.
Given that this research was in many ways exploratory, a variety of avenues for future 
research were put forward. First, it would be useful to examine clients’ experience of 
having personal therapy in a second language that is not English. Most of the research 
in the area involves either individuals that had therapy in English or English therapists 
and it would be interesting to examine to what extent the findings are related to the 
use of a non-native language or English per se. Furthermore, future quantitative 
research could focus on the way that linguistic matching and mismatching between 
therapist and client, in combination with their ethnic matching and mismatching, can 
affect the therapeutic process and outcome. Future qualitative research could also 
focus on the experience of clients having therapy with therapists of different ethnic 
background who are foreigners, too; particularly since this study showed that some 
times it was one of the primary criteria for clients, when seeking a therapist. Finally, 
the finding that sometimes the qualities of the non-native language or its relation to 
the individual transgress one’s bond to one’s native language could prove of particular 
interest for future research. It provides further support to Guttfreund’s study (1990), 
which was the first and only study which suggested that, when expressing affect, the 
qualities of the language and its role in one’s life are more important than the mother 
tongue per se.
In terms of implications of this study for practice, due to the fact that one of the 
research questions referred to ways of overcoming any difficulties that language 
difference might have created, implications have been mentioned throughout the 
discussion of the findings. In brief, the findings of this study can be used by 
counselling psychologists or therapists in general working with clients coming from 
diverse linguistic backgrounds. They also draw attention to the fact that language 
difference can lead clients to experience a variety of emotions that can impede the
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therapeutic process like frustration, embarrassment and difficulty to express emotions. 
However, the analysis also suggested that these difficulties can be overcome; 
particularly if the therapist is mindful of them. Furthermore, the study also raised a 
number of suggestions that therapists can use in order to circumvent the obstacles that 
language can pose; for instance: address the difference in a cautious way, allow the 
use of one’s own language and explore the emotional detachment that clients might 
experience. Finally, it provides significant insight for therapists in relation to the 
various meanings and functions that language (native or not) can have for the 
individual and the factors that shape one’s relation to language.
To conclude, the present study has shed some more light on the experience of clients 
having personal therapy in a non-native language, which provided counselling 
psychology with insights into an aspect of the therapeutic encounter which is rarely 
addressed in the current practice literature. The research that specifically targets 
linguistic matching and mismatching tends to be qualitative and focused on therapists’ 
experience. Future qualitative work may advance knowledge in this area by focusing 
more on clients’ experience and by including the group of clients that were 
underrepresented in this study. Moreover, quantitative research may be warranted to 
investigate the significance of the insights gained from this study to larger samples.
190
References
Baron, R.M., & Kenny, D.A. (1986). The moderator-mediator variable distinction in 
social psychological research: Conceptual, strategic, and statistical 
considerations. Jowrwûf/ o f Personality and Social Psychology, 51, 1173-1182.
Berry, J.W. (1997). Immigration, acculturation and adaptation. Applied Psychology, 
46, 568-574.
Bordin, E.S. (1980). O f human bonds that bind or free. Paper presented at the Annual 
Meeting of the Society for Psychotherapy Research, Pacific Grove, CA.
Bloombaum, M., Yamamoto, J., & James, O. (1968). Cultural stereotyping among 
psychotherapists. Journal o f Consulting and Clinical Psychology, 32, 99.
Bowker, P., & Richards, B. (2004). Speaking the same language? A qualitative study 
of therapists’ experiences of working in English with proficient bilingual 
cliQuts. Psychodynamic Practice, 10, 459-478.
Brass, J.E. (2006). Needs assessment of Spanish language training for psychologists 
and other professionals in a university community. Graduate Student Journal 
o f Psychology, 8, 10-13.
Burck, C. (2004). Living in several languages: Implications for therapy. Journal o f  
Family Therapy, 26, 314-339.
Dingfelder, S.F. (2005). Closing the gap for Latino patients. Monitor on Psychology, 
36,58-61.
Dittman, M. (2004). More minority providers means fewer service gaps. Monitor on 
Psychology, 35,46-47.
Egan, G. (2002). The skilled helper. CA: Brooks/Cole.
Elliott, R., Fischer, C.T. & Rennie, D.L. (1999). Evolving guidelines for publication 
of qualitative research studies in psychology and related fields. British Journal 
o f Clinical Psychology, 38, 215-229.
Farsimadan, F., & Draghi-Lorenz, R. (in preparation). Clients’ experiences of therapy 
in ethnically similar counseling dyads.
Farsimadan, F., Draghi-Lorenz, R., & Ellis, J. (2007). Process and outcome of therapy 
in ethnically similar and dissimilar therapeutic dyads. Psychotherapy 
Research, 17, 567-575.
Freud, S. (1957). Observations on transference-love. In J. Strachey (Ed.), Standard 
Edition o f the complete psychological works o f Sigmund Freud (Vol. 12, pp 
159-171). London: Hogarth Press.
191
Freud S. (1957). The future prospects of psycho-analytic therapy. In J. Strachey (Ed.), 
Standard Edition o f the complete psychological works o f  Sigmund Freud (Vol. 
11, pp 139-151). London: Hogarth Press.
Gaylin, W. (2000). Talk is not enough: How psychotherapy really works. Boston: 
Little, Brown.
Glaser, B.G., & Strauss, A.L. (1967). The discovery o f grounded theory. Chicago: 
Aldine.
Guttfreund, D.G. (1990). Effects of language usage on the emotional experience of 
Spanish-English and English-Spanish bilinguals. Journal o f Consulting and 
Clinical Psychology, 5%, .
Karlsson, R. (2005). Ethnic matching between therapist and patient in psychotherapy: 
An overview of findings, together with methodological and conceptual issues. 
Cultural Diversity and Ethnic Minority Psychology, 11,113-129.
King, N. (2008). A hands-on guide to using Template Analysis. Presentation at the 
meeting of the Social Psychology Research Group of University of Athens, 
Guildford, UK.
King, N., Carroll, C., Newton, P., & Doman, T. (2002). “You can’t cure it so you have 
to endure it”: The experience of adaptation to Diabetic Renal Disease. 
Qualitative Health Research, 12, 329-346.
King, N. (1998). Templates analysis. In G. Symon and C. Cassell (Eds.), Essential 
Guide to Qualitative Methods in Organizational Research (pp. 118-134). 
London: Sage.
King, N. (2004). Using templates in the thematic analysis of text. In C. Cassell and G. 
Symon (Eds.), Essential Guide to Qualitative Methods in Organizational 
Research (pp. 256-270). London: Sage.
Kramer, C.H. (2000). Therapeutic mastery: Becoming a more creative and effective 
psycotherapist. Phoenix: Zeig, Tucker & Co.
Lago, C. (2006). Race, culture and counselling. Berkshire: Open University Press.
Lorentzatou, D.A. (2007). Searching for a common language in the therapeutic
room: A qualitative analysis o f how therapists overcome language difficulties 
when working with non-native speakers. Unpublished manuscript. University 
of Surrey.
Mathews, C.A., Glidden, D., Murray, S., Forster, P., & Hargreaves, W.A. (2002). The 
effect on treatment outcomes of assigning patients to ethnically focused 
inpatient psychiatric units. Psychiatric Services, 53, 830-835.
192
McDowell, A., & Saunders, M.N.K. (in preparation). How UK managers 
conceptualise employee development and training.
Papadopoulos, R., & Hildebrand, J. (1997). Is home where the heart is? Narratives of 
oppositional discourse. In R. Papadopoulos & J. Byng-Hall (Eds.), Multiple 
voices: Narratives in systemic family psychotherapy (pp. 206-236). London: 
Duckworth.
Patton, M.Q. (2002), Qualitative research and evaluation methods. London: Sage.
Pitta, P., Marcos, L.R., & Alpert, M. (1978). Language switching as a treatment
strategy with bilingual patients. American Journal o f Psychoanalysis, 38,255- 
258.
Ramos-Sanchez, L., Atkinson, D.R., & Fraga, E.D. (1999). Mexican Americans’ 
bilingual ability, counselor bilingualism cues, counsellor ethnicity, and 
perceived counselor credibility. Journal o f Counseling Psychology, 46, 125- 
131.
Raval, H. (1996). A systemic perspective on working with interpreters. Journal o f 
Child Psychology and Psychiatry, 1, 29-43.
Rogers, C. (1957). The necessary and sufficient conditions of therapeutic personality 
change. Journal o f Counseling Psychology, 21, 95-103.
Rosenbeck, R., Fontana, A., & Cottrol, C. ( 1995). Effect of clinician-veteran racial 
pairing in the treatment of posttraumatic stress-disorder. American Journal o f  
Psychiatry, 152, 555-563.
Rozensky, R.H., & Gomez, M.Y. (1983). Language switching in psychotherapy with 
bilinguals: Two problems, two models, and case examples. Psychotherapy, 20, 
152-260.
Santiago-Rivera, A.L. & Alatarriba, J. (2002). The role of language in therapy with 
the Spanish-English bilingual client. Professional Psychology: Research and 
Practice, 55, 30-38.
Silverman, D. (2000). Doing Qualitative Research: A Practical Handbook. London: 
Sage.
Smith, J.A., Jarman, M., & Osborn, M. (1999). Doing interpretative
phenomenological analysis. In M. Murray & K. Chamberlain (Eds.)
Qualitative health psychology: Theories & methods (pp.218-240). London: 
Sage.
Smith, J.A. (2004). Interpretative phenomenological analysis. In G.M. Breakwell 
(Ed.), Doing social psychology research (pp. 229-254). England: Blackwell 
Publishing.
193
Sluzki, C.E. (1983). The sounds of silence: Two cases of elective mutism in bilingual 
families. In C.J. Falikov (Ed.), Cultural perspectives in family therapy (pp. 68- 
77). MD: Aspen Systemic Corporation.
Stevens, S., & Holland, P. (in preparation). When client and therapist do not share 
mother tongue.
Stuart, G.W., Minas, J.H., Klimidis, S., & O’Connel, S. (1996). English language 
ability and mental health service utilisation: A census. Australian and New 
Zealand Journal o f Psychiatry, 30,270-277.
Sue, D.W., Arredondo, P. & McDavis, R.J. (1992). Multicultural counseling
competencies and standards: A call to the profession. Journal o f Counseling & 
Development, 70,477-486.
Sue, S., Fujino, D.C., Hu, L., & Takeuchi, D.T. (1991). Community mental health 
services for ethnic minority groups. A test of the cultural responsiveness 
hypothesis. Journal o f Consulting and Clinical Psychology, 59, 533-540.
Sullivan, E.M. (Ed.). (1999). Unconscious communication in practice. Philadelphia: 
Open University Press.
Verkuyten, M. (2005). The social psychology o f ethnic identity. Hove: Psychology 
Press.
Watkins, C.E., & Terrell, F. (1988). Mistrust level and its effect on counseling
expectations in Black clients -  White counselor relationships: An analogue 
study. Journal o f Counseling Psychology, 35,194-197.
Willig, C. (2001). Introducing qualitative research in psychology. UK: McGraw-Hill.
Wintersteen, M.B., Mensinger, J.L. & Diamond, G.S. (2005). Do gender and racial 
differences between patient and therapist affect therapeutic alliance and 
treatment retention in adolescents? Professional Psychology: Research and 
Practice, 36,400-408.
Yalom, D. I. (2001). The gift o f psychotherapy: Reflections on being a therapist. 
London: Piattcus Books Ltd.
194
APPENDIX A 
Instructions for Authors
The instructions below are specifically directed at authors that wish to submit a 
manuscript to Psychotherapy Research. For general information, please visit the 
Publish With Us section of our website.
Important note: Ethical and legal considerations require carefiil attention to the 
protection of a patient's anonymity in case reports and elsewhere. Identifying 
information such as names, initials, hospital numbers, and dates must be avoided. In 
addition, authors should disguise identifying information about the characteristics and 
personal history of patients. Manuscripts that report the results of experimental 
investigations with human subjects must include a statement that informed consent 
was obtained after the procedure(s) had been fully explained. Where children are 
involved, authors are asked to include information about whether assent was also 
obtained from the child's legal guardian.
1. General guidelines
• Papers are accepted in English, French, German, Spanish, Italian and 
Portuguese. American English spelling and punctuation is preferred.
• There is no word limit for articles.
• Manuscripts should be compiled in the following order: title page; abstract; 
keywords; main text; acknowledgements; appendixes (as appropriate); 
references; table(s) with caption(s) (on individual pages); figure caption(s) (as 
a list).
• Abstracts of 100 words are required for all papers submitted.
• Keywords are not required for this journal.
• Section headings should be concise.
• Biographical notes on contributors are not required for this journal.
• For all manuscripts non-discriminatory language is mandatory. Sexist or racist 
terms should not be used.
• Authors must adhere to SI units. Units are not italicised.
• When using a word which is or is asserted to be a proprietary term or trade 
mark, authors must use the symbol ® or TM.
2. References
• References should be listed alphabetically at the end of the article and referred 
to in the text by name and year in parentheses.
• When a work has at least three authors but fewer than six, all authors' names 
are given at the first citation in the text; thereafter, only the first author's name 
is given, followed by et al. When a work has six or more authors, cite only the 
name of the first author, followed by et al., for the first and subsequent 
citations. The reference list should contain all authors' names as well as titles 
of papers.
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Description of the Journal’s reference style, Quick guide. Visit CiteRefs for 
assistance in ensuring accurate referencing according to APA style.
3. Figures
• Figures (photographs, drawings, diagrams, and charts) are to be numbered in 
one consecutive series of Arabic numerals and should follow the tables, or 
again be uploaded as separate files. The captions for figures should be listed 
separately, either at the end of the main document or when prompted on file 
upload if separate files.
• Photographic images should be of high resolution, showing high contrast.
• Drawings/graphs should be prepared electronically, with sharp lines wide 
enough to reproduce well when copied (1/4 point or larger). Whenever 
possible, figures should be submitted in the size they will appear in the journal 
(maximum width of 5-1/2 inches or 12-1/2 cm) or in a size that can be reduced 
to that width without losing clarity.
4. Tables
Tables should be numbered and referred to by number in the text in order of their 
appearance. Each table is to be included on a separate page after the references, or 
uploaded as a separate file; tables should not be integrated into the text.
5. Reproduction of copyright material
Contributors are required to secure permission for the reproduction of any 
figure, table or extensive extract (more than fifty words) from the text of a source 
that is copyrighted or owned by a party other than Taylor & Francis or the 
contributor. This applies to direct reproduction as well as 'derivative reproduction', 
where the contributor has created a new figure or table that derives substantially from 
a copyrighted source. Authors are themselves responsible for the payment of any 
permission fees required by the copyright owner. Copies of permission letters should 
be sent with the manuscript upon submission to the Editor(s).
• Copyright permission letter template
6. Informed consent
Manuscripts must include a statement that informed consent was obtained from 
human subjects. Authors should protect patient anonymity by avoiding the use of 
patients' names or initials, hospital number, or other identifying information.
7. Code of experimental ethics and practice and confidentiality
Contributors are required to follow the procedures in force in their countries which 
govern the ethics of work conducted with human or animal subjects. The Code of 
Ethics of the World Medical Association (Declaration of Helsinki) represents a 
minimal requirement.
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For human subjects or patients, describe their characteristics. For human participants 
in a research survey, secure the consent for data and other material - verbatim 
quotations from interviews, etc. - to be used. Specific permission for any facial 
photographs is required. A letter of consent must accompany any photographs in 
which the possibility of identification exists. It is not sufficient to cover the eyes to 
mask identity.
It is your responsibility to ensure that the confidentiality of patients is maintained. All 
clinical material used in your article must be disguised so that it is not recognisable by 
a third party. Where possible and appropriate, the permission of the patient should be 
obtained. Authors are invited to discuss these matters with the editor if they wish.
8. Conflict of Interests
All authors of accepted articles are required to reveal any possible conflict of interest 
in the conduct and reporting of research.
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Sciences has given a favourable ethical opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Mark Cropley
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APPENDIX C 
Letter to participants
Dimitra Alexandra Lorentzatou 
Counselling Psychologist in Training 
School of Human Sciences 
Department of Psychology 
University of Surrey 
Guildford GU2 7XH 
Surrey
Dear Sir/Madam
My name is Dimitra Alexandra Lorentzatou and I am in my third year of the PsychD 
in Counselling and Psychotherapeutic Psychology at the University of Surrey. As part 
of my course, I am exploring clients’ experience of having personal therapy in a 
language that is not their native. More specifically, I am interested in interviewing 
clients who have received personal therapy, on a one to one basis privately, in a 
language that they do not consider as their native, but they have a very good command 
of it.
If you believe that you fiilfil the criteria for participating in my research, I would like 
to invite you to take part in it. If you do not, but you know of someone that does and 
who might be interested in participating, I would be more than grateful if you could 
inform him/her about this study.
The clients who agree to take part will be expected to participate in a one to one 
interview with me. This interview will last about an hour and will be carried out at a 
place and time that is convenient for them. It will be, also, tape-recorded and 
transcribed by me. All information gathered during this research will be kept strictly 
confidential. In addition, all information about the participants will be altered in such 
a way that they will not be recognised from it. All data will be treated in accordance 
with the 1998 Data Protection Act. The data collected from the interview will be used 
for my Doctorate course. The consent forms, the recordings and the transcripts will be 
kept in a secure place, while recordings will be erased after the paper has been 
submitted.
If, at any point, you decide that you do not want to continue with the study you may 
withdraw without offering any explanation. If you have any queries about this study or 
would like to participate in it please contact me via the above address.
Yours Sincerely
Dimitra Alexandra Lorentzatou 
Counselling Psychologist in Training
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APPENDIX D 
Interview Schedule
Thank you for agreeing to participate in this interview. As you already know, from the 
letter I have sent you, the purpose of my research is to explore clients’ experience of 
having psychotherapy in a language that is not their native, but they speak very well.
Are there any questions you would like to ask about the study? Is everything clear?
In this case I would like to ask you to read this consent form and, if you agree, sign it.
I would like to start by asking you what made you start therapy?
What is your experience of having therapy in a language that is not your native? 
Prompt: Tell me more about your experience.
Has language ever been an issue -  in a good or bad way?
To what extent have you found therapy helpful or unhelpful?
If difficulties are mentioned:
Can you tell me some more about the difficulties you have experienced?
What might have contributed to these?
Prompt: e.g. misunderstandings due to language?
Was the language difference linked to them in any way?
If difficulties are not mentioned:
What are your thoughts about how effective this therapy has been for you?
Do you feel ‘understood’ by your therapist?
Prompt: e.g. can you tell me some more? In which way?
Were there any times that you did not feel so understood?
Are there any thoughts about why this happened?
(Did you work on any particular issues more in your therapy?)
To what extent has therapy helped you overcome...?
If ves:
Did you find any difficulties in dealing with this issue?
What type of difficulties?
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If no:
Why do you think that you were not so helped?
If language is not mentioned:
Were these difficulties associated in any way with the language difference?
To what extent the fact that English is not your native language mattered?
Prompts: Can you tell me some more? In what ways?
How would you describe the difficulties, if any, that you experienced because of 
language difference?
Probes: Can you tell me some more about it?
Do you think they were related to something in particular?
Difficulty to understand what the therapist was saying or meaning? 
Therapist’s difficulty to understand your pronunciation/what you were 
trying to say?
How did the language difficulties, if any, were overcome?
Do you believe that they were overcome successfully? How?
What did you find helpful and what not?
If you were in your therapist’s position would you do something differently? How? 
Was the language difference discussed openly with your therapist?
Did you try at any point to find a therapist who was coming from your country and 
was speaking your language?
Do you remember which your criteria were when you were searching for a therapist? 
In what ways do you think that language influenced your relationship with your 
therapist?
In what ways the relationship would be different if English was your native language? 
Was there anything in your therapist’s behaviour that made you believe that they were 
uncomfortable with your English?
If ves: Can you tell me some more about it?
Can you give me some examples?
How do you make sense of it?
Would you consider having therapy in English again?
Would you like something to be different?
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I don’t have any more questions to ask you. Would you like to add anything that I did 
not cover?
I wonder if the interview made you think of any particular tips/recommendations that 
therapists who work with non-native clients should bear in mind.
General prompts for further information:
Could you tell me a little more about it?
Could you explain that a little more just to make it clearer for me?
How did you feel about that? How do you make sense of that?
Can you give me an example of that?
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APPENDIX E
Consent Form
■ I, the undersigned, voluntarily agree to take part in the study on clients’ 
experience of having therapy in a language that is not their native.
I have read and understood the Information Sheet provided. I have been given 
a full explanation by the investigator of the nature, purpose, location and 
likely duration of the study, and of what I will be expected to do. I have been 
advised about any discomfort and possible ill-effects on my health and well­
being which may result. I have been given the opportunity to ask questions on 
all aspects and have understood the information given as a result.
I understand that all personal data relating to volunteers is held and processed 
in the strictest confidence, and in accordance with the Data Protection Act 
(1998). I agree that I will not seek to restrict the use of the results of the study 
on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of volunteer (BLOCK CAPITALS)
Signed
Date
Name of researcher (BLOCK CAPITALS)
Signed
Date
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APPENDIX F
Background Information Sheet
1. Are you? Male / Female
2. How old are you? [ ] years
3. How would you describe your marital status? (please tick)
Single
Married
Living together with partner 
Divorced / Separated
4. What is your highest educational qualification? (please tick)
None
High school graduate / GCSE (s) / O-level(s) / CSE(s)
A-level(s)
Diploma
Degree
Postgraduate degree / diploma
5. How would you describe your ethnic origin?
Choose one section fi-om (a) to (e) and then please tick the appropriate category to 
indicate your ethnic background.
(a) White 
British 
Irish
Any other White background, please write in below
(b) Mixed
White and Black Caribbean 
White and Black Afiican 
White and Asian
Any other Mixed background, please write in below
(c) Asian or Asian British 
Indian 
Pakistani 
Bangladeshi
Any other Asian background, please write in below
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(d) Black or Black British 
Caribbean 
African
Any other Black background, please write in below
(e) Chinese or Other ethnic group 
Chinese
Any Other, please write in below
6. How long have you received therapy? [ ] months
Thank you very much for completing this questionnaire.
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APPENDIX G 
Example of transcript
R: researcher P: participant
R: Thank you for agreeing to participate in my research. As you already know from 
the letter I have sent you the purpose of my research is to explore clients’ experience 
of having psychotherapy in a language that is not their native but they speak very well. 
Before we start would you like to ask me any questions?
P: No
R: In this case can you tell me what made you start therapy?
P: It was a requirement from my course. I had initially begun in my first year but it 
was quite on and off. So, it was with a therapist of the same nationality with me... 
same language like me and we had the therapy in my native language. She was not 
psychodynamic as the one I have now. She was more like “if you want you can come, 
if you don’t want that’s alright”. Whenever I was broke or I didn’t have enough 
money, it was ok to cancel on her just an hour before the session. So, it was a bit on 
and off. It was like what... 15 sessions initially... But then I started my 
psychodynamic placement, psychoanalytic placement actually. And from there they 
told me that: “Yes we will take you, but you have to begin analysis”. It was when I 
began twice weekly couch psychoanalysis, which was a bit weird and I don’t know if 
you want to talk about the ending but it became a bit dodgy and now I am with a third 
therapist once weekly, psychodynamic as well. Both last year’s and this year’s are 
British, White British and it is a totally different experience with the one I have now 
than the last one I had.
R: Can you tell some more about your experience having therapy with a therapist 
coming from the same country with you in your first and then having therapy with a 
British therapist in English?
P: My basic thing was that... and I was thinking about that to be honest... when I talk 
about my issues in English they don’t have the same emotional charge as they have 
when I talk about them in my native language. It feels to me that sometimes when I 
am doing therapy in English and when I am talking in English and I am talking about 
some pretty difficult, you know, issues I don’t get emotional easily. It is like you talk 
about it in a different language and it is like you distance yourself from it. That’s my 
kind of experience language-wise. Relationship-wise it is much much better, because I 
am more committed I guess, it is not really about my language or English to be 
honest... because I am more committed to this therapy and the therapist from my 
country was more like a friend having a cup of coffee together rather than my 
therapist to be honest. Maybe if I was with a different (...) therapist [from her country 
of origin] it would be different, but relationship-wise I feel quite closer to both my 
British therapists rather than the (...) one. That was my kind of experience. There 
were different factors I guess.
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R: To what extent have you found therapy helpful or unhelpful?
P: The English one?
R: Yes
P: Helpful or unhelpful. Well... The unhelpful one, which I think was the one I had 
last year, well it was helpful in many ways because I managed to get in touch with 
stuff that I had never got in touch before. But what I found unhelpful was the fact that 
I didn’t feel understood and the fact that I felt that I was being judged over something 
that was not really my fault. And that... well that she didn’t remember stuff that I had 
told her so it was more like her as a therapist rather than her as a White British person. 
I don’t know if it is actually... but with my second English therapist now, she is more 
congruent, she is more consistent and she is more there with me, even though it is 
once weekly... she is more kind of there with me. Even though I can see some cultural 
differences in how different we are. For example when I told her that after I finish the 
course I will probably go away and live with my parents after nine years of absence 
from home... that I am going back to live with them because that is a convenient thing 
to begin with, because I will have no money to rent my own place... she was a bit 
shocked. She was like: “Go and live with your parents? You are now what? (...)[her 
age]?” And this was a bit dodgy there. She could not understand why I had made that 
choice. It was not like I felt judged, it was more... and I did explain to her that people 
live with their parents until they get married or something and that it is quite common 
in my country. It is nothing like here. And she was a bit ‘whooh’ which was a bit 
weird. But she was able to contain that, she was able to understand it and she was able 
to... you know for my own issues she doesn’t encourage me and she doesn’t feel that 
it is the right thing to do for me for my own reasons and my own difficulties with my 
own family... but it is not like how judged I felt last year with my last therapist. It is 
more like “I am trying to understand something that is not my culture at all” for her. 
That was quite interesting actually. And I think that this is what I find helpful with my 
English therapist. It is like... yes there are some discrepancies there in terms of how 
much we agree on things or how much we are used to different things actually, but she 
is ok exploring more something that she does not understand as every person. There 
are many things that I don’t understand about English culture and I find shocking 
some stuff like “my mum made me leave home when I was 18” or something like that 
which is a bit weird for me but I try to understand it. And I think that it is what she is 
trying to do with me, as well, which is fantastic and she accepts and she... you know 
she does not judge and she has what Rogers says unconditional positive regard, which 
is, you know, quite good.
R: And you mentioned that you felt understood... you feel understood. Can you tell 
me some more about the experience of feeling understood both with the last one and 
the previous one with whom it seems that there were issues?
P: The previous one was more like... well she was more a strict psychoanalyst. I don’t 
think that she was Freudian... you know the kind of the blank screen, just tabula rasa 
where the patient makes projections. I think she was more object relation but as I said 
didn’t remember raw information. I had to explain things again. I didn’t find it hard 
expressing myself in English but what I found hard it was explaining over and over
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and over again, which was ‘whooh’. This needs to stop. Where this one here is like 
she remembers things. She keeps me in her mind I guess and when I come for our 
session maybe she looks at her notes. And she is like: “I remember you said that in our 
last session and I am just guessing that it links with what you say now” or something 
like that. And she makes interpretations that don’t really come from her where the 
previous one, she kind of came with her own regime. She came with her own 
preconceptions and pre assumptions, which were cultural... you know we grow up in 
a specific culture and it of course will influence us but she brought it very much, even 
training culture you know, even professional choices she would judge whereas the one 
now is able to explore things. When I tell her where I am now, for example my 
anxiety with marriage and how in my country you need... well at least from where I 
am coming from, which is the countryside and it is even worse, they are saying that 
you have to get married before you are what... (...)[a certain age] and I am going to 
be (...) this year and there is no intention anyway. And I speak about that anxiety 
which is not really an anxiety for people that have not grown up with this kind of pre 
assumption and she is able to understand why I have this anxiety. She tries to explore 
that with me where as the previous one it was like a bit... like she was dismissing that 
anxiety. She was like... you know... “So what?” And maybe that’s what I mean by 
saying ‘understood’.
R: Did you feel understood by your first therapist as well?
P: She was... you see I don’t really think that I did... well that would be unfair. I did 
very little work with her. I mean the number of session were very few, it was like 
what 15 sessions and huge gaps between the sessions. I guess I was going to her 
whenever I had a problem or a difficulty and she was... you know... she was a bit like 
what we were saying about... you know you go there with a problem and you feel 
completely worthless and you feel abused and you feel... you know the world has 
come to an end and you do these magnifying stuff in your mind especially when I was 
in the first year of the course and I was very anxious about stuff. I had a problem with 
my supervisor and instead of exploring it, trying to understand from where does it 
come from... she would go: “poor you”. .. you know and “I can feel that you are being 
abused and I don’t believe it and she is a bitch and you a r e . W e l l  she did not say a 
bitch but well... you know... she kind of... you are the victim and she is the 
perpetrator and is like she reinforced my abusive sensation rather than exploring why I 
felt so abused by something that is resolvable... everything can be resolved. But she 
was a bit more... like a friend that would say: “I cannot believe that this happened to 
you” rather than a therapist who would challenge me and say: “I can see that you are 
upset but let’s understand why”. So, I guess when I think about her as my kind of (...) 
therapist I don’t really think of her as a therapist to be honest.
R: Would you say that some of the issues... some of the difficulties you have 
experienced with your therapist were related to the language?
P: The one I had last year? You know I’ve met apparently a lot of British people and I 
know this kind of prejudice that it is out there... that they are very strict, very business 
like and not so emotionally expressive and all these kind of stuff which I don’t really 
believe to be honest. But she was so much like that... She was an old lady, well not 
like 70 years old, but she was you know 50... 60... she was not really young. My first
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therapist was 30... but anyway the one that I have now is around 45 but the one I had 
last year was a bit older than that and she was very... I don’t know. I don’t think that 
it had to do with the language. I think that it had to do more with culture and I don’t 
know if I expected a more maternal kind of therapist but the reality of our relationship 
was that it was not so much kind of connecting with one another. And I think that the 
language just added up to that, rather than being the reason and for example when she 
used expressions like... you know metaphors and cliches that British people use and I 
did not know what they meant I felt able to ask her to explain to me or you know 
“And what does that mean?” I mean I remember this incident when I had brought her 
a dream about balls being around and she made an interpretation by using one of these 
expressions. I don’t remember what it was but it was like playing balls with your 
hands and keeping the balls in the air and I could not understand the connection and I 
was like “Well how does this relate to what I just said?” and she explained to me for 
what this expression is being used and everything... which was alright but I guess a 
(...) therapist [from her country] would not make that kind of interpretation or I would 
hear something that I could make sense of a little bit more. But I was able to ask... 
you know “What does this mean?” Maybe that caused more disruptions in the therapy 
process but it did not really feel the most important thing between me arid her.
R: The language?
P: Mmm.
R: What about the experience that you have with your current therapist?
P: Yeah. With her is much more grounded on me. It is much more... I use (...) [a 
combination of English and her language] like I say “In my language we say this...” 
just translating directly from a (.. .)[her first language] kind of metaphor or something 
like that and I would explain to her what I mean by that and she is very eager to hear 
and understand and explore with me whatever that means. So, it is totally different but 
I think that it is different because I feel different with her and I just think that the 
language issue is basically about me and about how I feel distance from what I say. 
When I say things... and I was discussing about that with one of my peers actually, a 
British person... and she was saying “How do you feel talking about your problems in 
English?” And I was like... actually it creates a distance... it creates a distance 
between me and my problems and it makes it harder for me to feel things actually. So, 
it is not really about me connecting with her. It is more about me connecting with my 
own issues and I believe that if I had a good therapist from my country, I would have 
a good process, as well. And it is not really about the therapist... well it is partly, but 
language wise it is more about how I feel talking about my issues in English.
R: In terms of difficulties related to language, were there any difficulties of not, for 
example, being able to understand your English therapists, or your therapists not being 
able to understand your pronunciation or what you meant?
P: Well as I have said one of the examples is the English metaphors and stuff like that 
which I needed explanation and in many occasions my therapists have used words that 
I don’t understand... you know difficult words, long words or whatever and I just 
asked them what that means: “What does that mean?” and “What do you mean by
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that?” So actually I ask for further explanation when actually I don’t understand 
something. Well now... when I speak... I think being here for all these years, I have 
kind of taken on some of the pronunciations of the words and I find myself more able 
to express myself in English, but I find difficulty to remember words or the word from 
my language comes immediately to my mind especially in emotionally provoking 
situations and then I get frustrated that I have to translate that in English and explain 
that in English and make the other person understand. I mean a therapist from my 
country would not need from me to explain things so much, a therapist from my 
country would understand... you know... from one word what I would like to say. 
Another funny thing is that in my native language I swear a lot... loads of bad 
words... which sometimes I don’t really know the English words for that or there 
aren’t any... and of course in my therapy when I am more relaxed and everything I 
can kind of express myself in the way I want. So, I use the f  word very often, it is the 
only word that I know. I don’t know how she might experience that but she does not 
seem shocked by it or she does not seem to be like: “Oh my God you used the f  
word.”
R: The current one? Your current therapist?
P: Yes and the previous one, as well. The previous one was more like... I kind of... I 
used... you know... I would say something and I would say “.. .and that fucking 
teacher she told me that”. She would not be upset or something, she would not be 
judgemental on that... she would be judgemental on more important stuff. But maybe 
it is not that. It is not really them understanding me or me understanding them. That 
we can manage... But it is about me being able to express myself, especially 
emotionally or in the way I would express myself in my own language because it is 
different... easier for me...
R: Can you recall how you feel when your English is not understood or your 
pronunciation has created misunderstanding?
P: I think I feel a bit... Well I feel very frustrated when I try to say things and I cannot 
find the word... I get really angry... and I am like “fucking English” and “I can’t 
believe it” and actually I get very frustrated and I get... when I pronounce something 
and I don’t pronounce it correctly... doesn’t happen that much... but when it happens 
it is a bit of an embarrassment like... you know she understands something different 
than what I wanted to say and I am like “No, no I didn’t say that. I said something 
else” and that’s a bit of... and it is common in all my communications here 
apparently. But yeah I think it is frustration and sometimes embarrassment what I feel.
R: Was there any point that the language difference with these two therapists was 
discussed openly in the session?
P: Not the language issue but the culture issue. I mean for example the living with the 
parents kind of thing would be discussed very often... you know... you can’t 
understand it and I can comprehend this because it is not something that people really 
do here. And she was able to explore that with me and what it means for me and the 
fact that I was with somebody that thought totally different than me was quite good. 
With the previous one to be honest we had so many issues to focus between me and
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her that the culture thing would be nothing actually and I don’t remember... maybe 
we did but I don’t really remember.
R: You mentioned again and again that language seemed to create an issue for you 
because you cannot really connect with the feeling and even when you come up with 
the word to describe your feelings it is much easier in your native language. I wonder 
how these two therapists reacted to this. How did they facilitate the process?
P: To be honest I am trying to rescue the situation because I always try rescuing. It is 
like when I cannot really think of something or I cannot find the word for something I 
describe it and I try to describe with more words what I mean to say and they reflect 
back... kind of paraphrasing one to make sure that they understand it and two to help 
me to find the correct word for that. Again I think defence mechanisms are involved... 
you know like repression thing. I cannot really remember how my previous one 
managed to do it but the one that I have now, she tries to reflect back, she paraphrases 
a lot and helps me... you know she helps me a lot. But as I said it is more about the 
distance that this creates anyway. I am not so sure how one can repair that...
R; So, you have not felt that any of these therapists have managed to repair the 
distance that language creates for you...
P: No, no. You know if I say something in my first language and cry about it, it 
doesn’t mean that if I say it in English I will cry about it, as well. It creates a distance 
between feeling things, about what I say. And to be honest with you I don’t think that 
they can repair it. You know... how do you repair that? How do you make the 
language your own when it is not? That’s what I feel. Maybe... I don’t know.
R: So, you don’t feel that there could be something they could do in order to 
overcome the difficulties?
P: No. What can they do? It is about owning the language and feeling the language. I 
mean when I speak to my friends... I mean I have English friends... Apparently my 
(...) mates [from the same country with her] are much closer to me than my English 
ones. I say apparently to begin with, which is interesting, but I can sense the distance 
you know... even in my everyday interactions. That is like... I am talking about stuff, 
but when I talk about something in my own language I feel comfortable, I say more, I 
manage to explain it more and understand it more and it is about getting it back in my 
own language. It is about... you comprehend it... you own it. It is yours! It is your 
language! It is how you were bom ... with what you were bom to talk about emotions. 
But in English... you know... I feel like it is something foreign... you know and I am 
a foreigner and the language is one of the things that I will never feel as my own and 
that’s what I feel in therapy as well. Language highlights my foreignness and it feels 
that there is nothing that can be done... that’s the way things have to be now. But I 
guess if I find a therapist when I will go back to my country or anything like that I 
think it will be much easier for me to connect with what I say, with my material.
R: Although you believe that it is very difficult for a British therapist to manage and 
overcome the difficulties, you mentioned that especially the therapist you have now 
found some ways to overcome them. For example she would paraphrase, reflect
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back... Can you tell me some more ways? Do you remember any other ways that she 
employs in order to do that?
P: She will say many times like... you know “You talked about it but where is the 
emotion?” and she will pick up on my distance but then I think that she... and maybe 
that is the reason... but I think overall it is my distance with the language but she kind 
of feels that it is one my defences, which of course is part of it, and she interprets it as 
a defence. As I think about it now, I haven’t really talked to her about the language 
and I haven’t really told her how distant I feel about the language or the distance my 
language creates with my material. But she feels this distance and she will interpret it 
and we will explore it, but it is very interesting that although I feel very strongly about 
it, I haven’t really told her about that. And is it because we focus on another subject 
then? I don’t know. But yes interpreting the distance might be one of the other things 
that you could pick up on that. I don’t really think of anything else that she may do.
R: Is it ok to tell me some more about her interpretations when she feels that there is a 
distance?
P: For example when I talk... I will take something easy... When I work, I have 
therapy after my work and normally after a not easy, frustrating, anxiety provoking 
day and I go there quite loaded and the initial start will be like: “Well I had a horrible 
day and I want to leave my job and all these kind of stuff.” And I will describe 
incidents of the day that made me feel so angry... not that I had an argument because I 
don’t normally have arguments but kind of being quite conflicting with another 
professional, with a colleague, with a manager... And I am very direct as a person, as 
well, so I kind of explain to her and describe to her what happened... but she would 
not be able to see the anger... you know she is like: “Yes you’ve been very angry, but 
what did you do with it?” It was like she could not see it in the room there while I was 
talking about it. And she would try interpreting it. “What do you do with your anger? 
Why do you find it difficult to feel the anger and maintain the anger and resolve it” . .. 
not resolve it but kind of work through it because to her it feels like dismissing my 
anger or denying it or putting it in the back of my mind or put it in a pile with all the 
other anger or something like that. I can’t really say that she is right or she is wrong 
because it is something that needs to be explored of course but that would be an 
example of interpreting something that I describe you know verbally, but she does not 
really sense in the room. And another thing is that I didn’t really feel angry when I 
was telling her about this stuff and she could sense that.
R: So, it is more about acknowledging the fact that the feeling does not seem to be 
there...
P: Yeah
R: Do you have any thoughts about the reasons?
P: Yes, but really based on my material and my issues, rather on the language.
R: Ok
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P: And it is very interesting again, I must say, because it is not like I have pointed that 
out to her or I have told her that this is the way I feel when I talk about my issues in 
English. So I guess, my fantasy now is, that she doesn’t know that this is one of my 
issues and I think if she did she would pick that up but maybe it hasn’t even crossed 
her mind. Because I don’t know how you listen to me now but as the years have gone 
by I am more able to express myself in English and it is not as difficult as I thought it 
would be in terms of talking about my things or pronouncing my things or whatever... 
but the distance is still there no matter how good... how well I can speak the 
language... the distance is still there. So maybe that’s why I can’t really see... 
because I don’t have any apparent difficulties with the language except from the 
underlying ones.
R: Did your previous therapist come up with any way of overcoming this issue with 
language?
P: The one thing that I remember really strongly is when she used that metaphor... 
when I think about language discrepancies between me and her. But I don’t really 
remember any other things that really had to do with the language. I remember other 
things that mattered but... not something about the language.
R: When you were frustrated because you could not come up with the right word or 
you could not really describe your feelings did you...
P: I don’t remember her picking that up. I don’t remember her... and it was kind of 
‘classic’ analysis with many silences, so I had much time to think about how I would 
like to describe what... how I could describe what I wanted to say and I... so I really 
don’t . .. I mean I am guessing that there must have been something and I am guessing 
she must have made a reflection or something like that. And maybe she would say 
things like “You are saying that” reflecting what I said. I mean she would say that, but 
I can’t really tell if it was about the language or just one form of interpretation that she 
used with all her patients. Does it make sense?
R: Yes, a lot of sense. I wonder... What is your sense of the way that these two 
therapists felt about the difference in language that existed between you? Do you think 
that things could be different if you were a native speaker?
P: The first thing that came into mind, the first association right now is the word 
‘culture’. If I were an English native person or if I was bom and grown up in England 
perhaps I would have felt more connected to my first English therapist and perhaps 
she would have felt more connected to m e.. .perhaps. If I had the same issues maybe 
there would be a different way of dealing with them in the session or her way of 
understanding me perhaps would be different. Now with my second one because there 
is such a positive transference there, I don’t really think that it would make any 
difference to be honest. And again I kind of take it at a relationship level, which I 
don’t feel that it has to do with the culture. Now if they would see me differently... I 
guess I would be able to express myself better, so yes I think they would be different 
in how they perceived me but it comes from me and not from them. I don’t want to 
think... and maybe this is my denial... about them seeing me differently if I were a 
native speaker.
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R; Can you tell me some more about the therapeutic relationship and how it has been 
affected by language or hasn’t been affected?
P: It has! And as I said it is about me expressing myself. With the therapist from my 
country, I don’t know if it was her kind of mistreating treatment but she was more like 
a friend. In an English environment in London with English people all around finally 
finding a professional person from my country who would be able to empathise with 
my difficulty because she had the same difficulty herself...
R: In terms of language or...?
P: In terms of language, in terms of culture... You know a (...) person living in 
London and having finished a very difficult course and initiating therapy with English 
patients. You know she went through the same anxiety as me. And I felt really close to 
her in terms of experience, so maybe it was that kind of connection and the 
relationship, as I said, was more like a fiiendship, whereas the English ones I would 
think, well the one last year because of her attitude, as well, was more like an 
authority figure, somebody who knows, which I think is the case with all analytic kind 
of therapists which are very much authority figures You know she knew better... She 
knew the language better, she knew the culture better; she understood things better 
than me. So, I guess it was a power relationship, a very hierarchical relationship and I 
think language partly had to do with it, I don’t thing it was the main thing. The one I 
have now again because of the positive transference and the positive relationship that 
we have and how comfortable I feel and how much she tries to understand and explore 
my issues, my cultural stuff that cannot be comprehend by default... I think it is good. 
I think it is very interesting for them to explore a different culture. Again maybe I m 
judging from my own perspective and I am a patient from another culture and I think 
the relationship is good and if the relationship is good the language can be resolved.
R: Ok
P: That’s the main thing I think. It is not the language that determines the 
relationship... it is the relationship that determines if the language will be an issue.
R: And what do you think that makes a good therapeutic relationship that at the end 
can overcome...
P: I think it is... because I had two different experiences I think it is about how much 
the therapist makes an effort to understand you. You know if I am going to live with 
my parents, one therapist can be quite joggled saying: “Well that is the completely 
wrong thing to do and (...) years old don’t do that” That’s a bad example. Although a 
good example would be... you know “And how come?” You know kind of admitting I 
guess and accepting something that she can’t really understand. That’s what happened 
with my current therapist and she was able to say... you know say “Maybe there is 
more about that” and I was able to explain that it is a cultural thing. Many people do 
that in my country and it is not really a big of a deal and then to make it in a more 
multiple level and what it means for me. So, I think that is a good example of a good 
therapeutic relationship.
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R: So, it is about the intention to understand and explore and be curious. Does 
something else come to mind when, we talk about a good therapeutic relationship?
P: Yeah. I guess it is hard for me to understand because I know that you are interested 
in language and cultural stuff like that while what comes into my mind is the 
therapeutic stuff.
R: No, actually I am very interested in the therapeutic stuff, too.
P: It is about remembering. It is about making me feel that I am... you know that she 
is interested in me and my well-being and... I guess another thing is that she 
appreciates my effort because I guess my effort is more than say a native English 
speaker doing a course or living in London... a person who always lived in London 
and me coming from (.. .)[the name of her town] from a part of (.. .)[her country], 
suddenly being in London for all these years and doing all these stuff you know. I 
think that it is kind of... for her... it is you know it is almost an achievement I guess. 
And I guess her admiration is quite in there, is quite in the room with me, which again 
it helps. Another important thing is that I feel understood, that I am heard and I am 
being listened to and I am explored and investigated rather than take things for granted 
and you know come with pre-assumptions. And her interpretations and her 
interventions are very accurate and they give me a much greater insight. I mean I had 
rough... I had since October... what... 16 sessions? And I think I have done more 
work than I did during the 40 sessions I had last year. Maybe because I came to her in 
terms of therapy process quite ready and quite frustrated and many issues were there 
alive, ready to be worked on. And she picked that up and did a very good job with 
that. And I think that this is what makes a very good relationship.
R: Is there anything you would do in a different way if you were in your therapist’s 
position to facilitate the process and overcome the language difficulties that you 
experienced?
P: You see it is again about things about me and not bringing them up and perhaps if I 
was her, I would have acknowledged the language difficulty and I would acknowledge 
the cultural difference that we have, which she hasn’t done. Again we touched upon 
on particular issues but she hasn’t really said... you know... : “It is hard for you to talk 
about these issues in a different language.” And I think basically because I don’t really 
encounter any major difficulties expressing myself in English language wise and 
feeling wise, but she hasn’t picked it up... the distance that I feel. And perhaps if I 
were a therapist... if I were my therapist I would kind of say... you know... I would 
have even asked quite directly: “How does it feel talking about your issues in English? 
Maybe that way a distance is there”. But maybe it hasn’t occurred to her.
R: Anything else?
P: Apart from the acknowledgement? Not really much different from what she does, 
trying to explore things that... Because again... because I am a therapist myself and 
when I can’t understand my patients I always always bring that up and say: “Well 
look there is something that I don’t really understand. Can you tell me a bit more?” 
Acknowledge my difficulty understanding them when it comes to language and I
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would say: “I don’t really understand what you say. I am not familiar with it.” And I 
guess that honesty and that disclosure... you know many of my patients ask me from 
where I am from, which I don’t normally answer directly and I am trying to 
understand why it is so important for them. But I can understand why it is so 
important for them. Maybe their anxiety and my anxiety with my own therapist is: 
“Will she understand me?” You know... “From where does she come from?” I guess 
it is about acknowledging the difficulty that may occur. It doesn’t always occur, but it 
might occur, as well.
R: Bring it into the room.
P: Yes, alive there because yes, all could be symbolic stuff and transference stuff and 
everything but I think there is a real relationship in there, as well. And I think it is 
always good to explore either language wise or not language wise, it is good to 
explore what happens in the therapeutic encounter right there and then rather than 
kind of hide it under the carpet and say “I won’t talk about this thing cause it is not 
really important” cause it is. It is and possibly it is important the language.
R: At the beginning you mentioned that there were no specific issues that brought you 
to therapy. It was a requirement. I wonder if during the therapeutic work specific 
issues that you had to work through came up.
P: They definitely did.
R: Do you think that you have managed to work through them in a helpful way?
P: I really believe in long-term therapy and I believe that especially for people with 
not really acute problems... you know panic attacks or anxiety, social phobias or 
whatever, which can be resolved in 6 sessions and actually see some cognitive 
behavioural improvement... Anyway, for my stuff, which I must admit that they do 
influence a lot my everyday life and my relationships mostly, I think that it will take 
years and years. I am very much disappointed that I changed three therapists in three 
years and I find that quite neurotic to be honest, even though I can see the real reasons 
for this but I think at a symbolic level it is quite neurotic. And I do kind of feel... I do 
regret that I didn’t find that current therapist from the first year and have this 
continuity in these three years in terms of the process. And I hope I will get that when 
I will go back after I finish the course, find a therapist and stick with them for as long 
I could or needed. I don’t think that any of my issues have been resolved. I don’t think 
that I am going to start therapy in the following year. I will have to change and get in a 
process that I hate. But I am very much into doing that. And to be honest I fear having 
a therapist in my country. You know... how would that be like? Even when I think 
now of the first that wasn’t really a therapist. She was a friend but you know what we 
would say now? How will a proper (...) therapist will be? Maybe... you know I was 
joking with a fiiend of mine I have become too British and I have been you know 
quite used to the British way or style and British way of therapy and if I go back how 
will that be? I don’t know...
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R: So, apart from being a quite time consuming process dealing with some issues that 
have been brought up, you also think that it has to do with the culture and the 
language you use at this point...
P: I think that the difference will be emphasized with a therapist from my country. I 
can’t really explain why now. I think we should come back in a couple of years but 
really it’s like... I think that it will be very very different because think about it. For 
the last three years Fve been doing therapy in English and Eve been having therapy in 
English and Fve been discussing therapy in English and therapy stuff has been 
happening in English for so long and when I go back to my country I have to switch to 
another language when I am doing therapy with my own clients and when I am 
discussing therapy and when I am having supervision it will have to be in my native 
language. And I think that that’s going to be a major change anyway including my 
personal therapy. I think that it will be huge...
R: I would guess that for practical reasons since you will go back to (...) the next 
therapist that you will have will be a (...) one, but hypothetically speaking if you 
would stay here and you had to go through therapy again would you pick again a 
British therapist?
P: I would pick the one that I have now... very very much so. It is the same thing with 
supervision. It is not about the language it is about feeling that they are doing a good 
job. For example I will keep my English supervisors. I will keep phoning a couple of 
them for supervision and I will keep meeting with them once every three months or 
something. I have discussed it with them. I think that it is quite important for the 
continuity but also because they are doing a good job. I wouldn’t pick a therapist with 
the same first language with me if I would stay here, I would stick with the one I am 
right now.
R: And if you had to start therapy all over again?
P: British... well this was very quick. Yeah maybe it would be British again.
R: I sense that there is something about the country. If you would stay here in England 
you would pick a British one and if you would go back home you would pick a (...) 
one.
P: You know it is very interesting because I made a contact... Actually I was looking 
for a therapist for someone and I was looking which therapists are now from where I 
am coming from. And I came across an analytic organisation, not the analytical 
society or the hardcore one, another one like WPF that they offer psychodynamic and 
analytic training and they say they have therapists in my town and I felt really 
intrigued to hear that there is a British therapist there and they actually gave me her 
contact details and I contacted her by e-mail and I liaised and I plan to see her when I 
go back, to have a meeting with her. She doesn’t really practice because she doesn’t 
know the language. I am not very sure where she was trained in the first place but I 
was thinking... say she is good and say that she would be able to help me even though 
I would be in my country I would not hesitate for a minute to start therapy in English 
again.
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R: So, it s not so much about language, it is more about feeling understood, which 
goes beyond language.
P: Exactly! But having said that, being here is my kind of personal expectation I think 
or desire... I don’t know what exactly that it is... to engage with the culture I live in.
I don’t only have friends from my country. I don’t only seek (...) company. Yes, I feel 
closer to them of course. That is quite natural but when I have the choice I will try and 
meet people from another culture because that is why I am here practically. So, I 
guess speaking to a British therapist is something that would help me to engage more 
with the culture I live in because maybe having a therapist from my country would be 
something like an escape, something like an integral part that feels like home, whilst 
speaking with a British is like saying to yourself “Well look I am living here, I am 
working here, I am studying here and I am having therapy in the English way, as well, 
because it will help me engage more.” And maybe that’s a fantasy, maybe it does not 
really matter, but partly maybe this is what I was thinking.
R: If you would have to start again with your British therapist what would you do 
differently?
P: If I would start again with my British therapist... I don’t think I would do anything 
differently. I am a quite self-absorbed patient. I don’t really care much, I mean as long 
as I feel understood and I feel that work is done I will go wherever I want to go with 
... I don’t think I would do something differently with my British.... Maybe I would 
bring the language issue sooner than later. Maybe I would, but that’s the only thing.
R: More or less I have covered all the areas that I wanted... I wonder if you have any 
questions to ask or if you would like to add something more to what we said.
P: I don’t have any questions. I think that it was very interesting to look into that and I 
think another thing is that for example I heard my (.. .)[from the same country with 
her] peers... for example how they speak in English and how they communicate 
themselves in English and I can see that how fluent you are makes a huge difference. I 
mean lots of people need more time. I find myself picking up on the pronunciation 
more and mimicking more how they word... the British... But many foreigners out of 
their own kind of desire or perhaps they don’t pick up on the same stuff that I do or 
other people do... they are not really that fluent and I can see their own difficulty. I 
guess with them things would be much more different. You know when they are in 
their personal therapy, it would be much more different to them... to actually express 
themselves. Even talking in lectures, it will take half an hour to express something that 
another person would say in 5 minutes. How would that feel in their personal therapy? 
So, I guess it is how fluent you are... I think that makes a huge difference and how 
easily you pick up stuff from the country you live in. I think that this makes a 
difference.
R: One last thing... Now that we have finished the interview are there any tips or 
recommendations you would like to give to therapists that work with non-native 
speakers?
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P: On Tuesday I have my next session and I will immediately from the first minute I 
will say about that today... about what I told you because I think it is interesting that I 
have never talked to her about that. Maybe I will say that and maybe I will think about 
that more with my own patients and I will think about the language discrepancy and 
the cultural discrepancy and perhaps make a point of bringing it up right there in the 
session rather than being between but not really spoken about it. That is the only thing 
I can say. Thank you very much.
R: Thank vou very much.
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APPENDIX H 
Personal reflection
The fact that I am coming to the end of this course has made me to think a lot about 
what has happened during these last three years, both on an academic/professional and 
a personal level. One of the things that have become clear through my thinking is how 
passionate I continue to be about the topic of language; but not in the same way that I 
felt in the first year when I first ‘embarked’ on it. I think that my ideas and perceptions 
about language and its meaning for individuals have developed throughout these years 
in parallel with the way that I have developed as a person and as a professional. I still 
remember the emotional investment I had put into it at the beginning and how much I 
struggled to sustain a neutral stance towards the literature I was reviewing. I kept 
searching for evidence supporting that the language difference does not have any real 
impact on the therapeutic encounter. It was my personal bet and my fear, while if it 
was not for my research supervisor who always managed to put me back on track, I 
would have definitely ended up with a rather biased literature review.
I wanted to prove to myself that the fact that I was not a native speaker would not 
have any implications whatsoever in my training, my practice or the life that I was 
starting in a foreign country. As my participants’ accounts suggest, the language was 
highlighting my foreignness and, at that point, this was something that I could not 
accept. As the time passed by, I started having therapy in English, which felt 
reassuring since it did not create any problems for me, and I started offering therapy in 
English without facing any particular difficulties. On the contrary, my clinical 
supervisor was very satisfied and my clients kept returning. So, I reassured myself that 
language differences are not really such a big of a deal; rather they are manageable.
At the beginning of my second year, I changed therapist and from a non-British 
humanistic therapist, I went to a British psychoanalyst. I attributed this change mainly 
to the beginning of my psychodynamic placement. Nonetheless, I decided to continue 
with the topic of language research wise, although I did not feel so passionate about it 
anymore. At that point, language did not feel as much of a problem. However, 
somewhere between the designing of my IP A qualitative study and the interviewing of 
the participants (therapists who had worked with non-native speakers who spoke
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English very well) I started feeling again very involved in this topic. I suddenly saw it 
becoming alive in front of me. I felt fascinated by the richness of my participants’ 
accounts and I found many times myself reflected in them. I realised that I had 
underestimated the complexity of the issue of language and its implications. In 
retrospect, I realise that my ability to do that was also related to the fact that I was 
feeling more settled in the course and my life in England. I started thinking a lot about 
my relationship with my clients and how they might have been affected by the fact 
that they were receiving therapy from a foreign therapist with a strong accent. I 
stopped believing that the fact that they did not refer to our difference meant that it did 
not have an impact on them .So, I began asking them how it affected them and I was 
surprised by the material that surfaced.
The engagement with my participants’ transcripts scared me and intrigued me at the 
same time. I constantly felt that I was over-doing it with the interpretations and I was 
being disrespectful to their experience. Nevertheless, when my study reached its final 
form, I felt very proud and pleased. Therefore, I decided for my third year research to 
do something that would allow me to ‘build upon’ the second year findings and have a 
sense of continuation. I guess, I wanted to build year by year my competencies as a 
researcher, in the same way I was building year by year, through my placements, my 
competencies as a therapist. As a result, after discussing it with my supervisor, I 
decided to shift my focus in terms of population, from therapists to clients and also 
change the method of my research from qualitative to quantitative. With my 
supervisors’ help, I designed a study to investigate the impact of linguistic and ethnic 
matching and mismatching on the therapeutic process and outcome, which was an 
under-researched area in the relevant literature.
Although I tried hard and persistently to find participants, I did not manage to recruit 
enough participants, ending up feeling very disappointed. From a practical point of 
view, I had to start considering my alternatives and in such cases feeling disappointed 
is not a good starting point for me. So, I must admit that I was not very enthusiastic... 
until I landed in template analysis land. I found it very interesting as an approach and 
the fact that I could use my previous findings to inform my design added to that. My 
focus remained on clients’ and their experience of having personal therapy in a second 
language. Engaging again with participants’ transcripts, but through a different
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approach, proved to be very rewarding, although there were times when I felt totally 
confused and deskilled. The accounts were very rich and at times overly familiar, 
since I was fulfilling myself all the research criteria. Therefore, I made sure that my 
interpretations of the data were double checked by my supervisors to be sure that I 
was not ‘seeing’ my material in my participants’ experience. Nevertheless, there is no 
doubt that in my analysis there is still a big part of myself, since my relationship with 
language/s either as a research topic or a way to ‘connect’ or ‘disconnect’ with others, 
has been one of the main themes in my life for the last three years. It has offered me 
the opportunity to come closer to a better understanding of myself, my identity and 
others.
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